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ABSTRACT 
This qualitative study explores Patient Voices Network (PVN) volunteers’ perspectives on patient-
centred care (PCC) through their involvement in Fraser Health’s Acute Care Orientation (ACO), 
an Interprofessional Education (IPE) setting. Four objectives were addressed including their 
meaning of PCC and what has shaped this meaning, what motivates the PVN volunteers to 
participate and share their experiences in ACO, how they view their role in IPE in ACO, and their 
recommendations regarding PCC and IPE. The participants’ illness experiences shaped their roles 
as both patient and patient volunteer and were the catalyst that propelled them to volunteer in the 
health care system. Factors that led to or hindered the patient voice were identified by participants 
and included health care provider behaviours, partnership, information sharing, communication, 
and system influences that promote patient-centred cultures. Characteristics of the participants 
contributed to both the role of the patient and the patient volunteer and their illness experiences. 
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CHAPTER ONE: INTRODUCTION AND BACKGROUND 
In 1946, the World Health Organization (WHO) declared, “the enjoyment of the highest 
attainable standard of health is one of the fundamental rights of every human being” (World 
Health Organization, 1946, p.1).  Two years later, the United Nations (UN) in its Universal 
Declaration of Human Rights stated that all people have fundamental human rights that must be 
protected.  This statement is still in use today and is regarded as the foundational document 
guiding human rights law (United Nations, 1948).  The Canadian Nurses Association (CNA), for 
example, also lauds health as a human right, calling for a rights-based approach to health, saying 
that the creation of a client-centred health system is paramount to fulfilling the human right to 
health (Canadian Nurses Association, 2011).  These are inspiring documents, but how are the 
highest standards of health for the world’s populations attained? Health care is a vast, complex 
entity and requires sweeping reforms to make this a reality.  Two proposed philosophies to assist 
in securing this goal are Patient-Centred Care (PCC) and Interprofessional Education (IPE).  
Indeed, PCC and IPE are among the current buzzwords in health care. Given their centrality, 
how might the two be combined to promote interprofessional collaboration (IPC) to ensure 
patients and families are part of the health care team?  Are patients involved in the teaching of 
IPE or have they been left out of the equation?  What would they say?  With this thesis, I have 
explored how patient volunteers could contribute to PCC in an IPE setting of new staff 
orientation to acute care in Fraser Health, a British Columbian health authority.  
Background 
In the face of the growing commitment in health care to PCC and IPE, research is needed 
to determine the effectiveness of innovative initiatives that aim to bring the patient perspective 
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into the day-to-day functioning of healthcare organizations.  One of these sites of innovation has 
been the interprofessional orientation for new employees in Fraser Health.  The patient 
volunteers who participated in Acute Care Orientation (ACO) were recruited from the Patient 
Voices Network (PVN), which is part of the larger British Columbia Patient Safety and Quality 
Council (BCPSQC). PVN was initiated in the province of BC in 2009 through the BC Ministry 
of Health’s Patients as Partners strategy and was managed by ImpactBC; oversight was 
transferred to BCPSQC in December 2015 (BCPSQC, n.d.).  The “PVN is a community of 
patients, families and caregivers working together with health care partners to improve BC’s 
health care system” (BCPSQC, n.d.).  All residents in BC can become part of the PVN and use 
their voice and perspective of the health care system to influence safe, quality patient care 
(BCPSQC, n.d.).  PVN volunteers engage with the “health care partners” through “volunteer 
opportunities” that they have a particular interest in (BCPSQC, n.d.).  According to their website, 
opportunities offered through the PVN include participation in research, quality improvement 
projects, development of education and educational materials for staff and patients and new 
employee orientation. 
ACO is an interprofessional, multi-day introduction to Fraser Health occurring three 
times a month at three different sites and averaging 100 new staff orientated per month.  The 
goal of ACO is to increase the standardization of organizational information and education 
received by new employees during their first week with the new employer.  Through a 
comprehensive orientation, new staff are better able to support and advance organizational 
priorities.  Topics introduced in ACO include PCC and IPC.  The definition of IPC used in ACO 
comes from the former College of Health Disciplines at the University of British Columbia 
(UBC) and is “a partnership between a team of health care providers and a client in a 
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participatory, collaborative and coordinated approach to shared decision making around health 
and social issues” (UBC Health, n.d.).  As part of the orientation, IPC is defined, discussion 
occurs about what the benefits and barriers are, and then several of the barriers are addressed in 
detail. Because the patient is considered part of the interprofessional team, PVN volunteers were 
invited to participate in an activity called “Talking Walls,”1 which addressed gaps in knowledge 
about other roles or professions including the patient and family role. During this activity, flip 
charts were placed on the walls with each role or profession written on a separate page. Staff 
visited each page that was not their own profession and wrote down in black pen what they knew 
or believed was part of that person’s role.  Everyone then went to their own page and filled in 
anything that was missing in red ink.  Finally, each group did a short presentation to the larger 
group about what their role entailed.  The PVN volunteers also participated in the activity and 
had their own pages with the role of the patient and the role of the family for the orientees to fill 
out.  The activity ended with the PVN volunteers sharing some of their health care experiences, 
both positive and negative, discussing the comments on their pages, and offering practical ideas 
about what PCC looks like in clinical settings. 
Kitson, Marshall, Bassett and Zeitz (2012) in their narrative review and synthesis of PCC 
determined that commonalities of PCC exist in the literature but adhere to no universal 
definition, and that each profession tends to emphasize particular components of the concept 
differently.  Robinson, Callister, Berry and Dearing (2008) noted that no definition of PCC from 
a patient perspective exists. Without a clear definition from the very people who are the most 
impacted by health care, the patients themselves, the evaluation of whether PCC is occurring is 
 
1  Since this thesis was envisioned, the Talking Walls activity is no longer part of ACO. 
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challenging and researchers have no ability to measure the effectiveness of implementation 
(Castro, Van Regenmortel, Vanhaecht, Sermus & Van Hecke, 2016; Robinson, et al., 2008) Can 
learning about PCC from a patient in an IPE setting such as new employee orientation move the 
concept from the theoretical to the bedside?  In the next sections, these two central concepts, 
PCC and IPE, will be defined and discussed as to their current uptake in health services. 
Patient-Centred Care 
The concept of person-centredness was introduced in the humanistic psychology 
literature by Carl Rogers (1902-1987) in the 1950s as person- or client-centred psychotherapy 
(Walinga, 2014).  Rogers developed the Person-Centered Model, which emphasized 
interpersonal relationships (Rogers, 1951).  In the 1960s, PCC was presented in the context of a 
type of psychotherapy practiced by physicians for perceived psychosomatic ailments 
(Tanenbaum, 2015).  Since that time, many variations of PCC have been proposed, but in all 
interpretations, the patient remains at the centre of the care (Tanenbaum, 2015). Globally, PCC 
has increased in popularity since the 1970’s (Robinson et al., 2008).  Forty years ago, the WHO 
endorsed the active participation of patients in their health care, and this participation continues 
today through their Patients for Patient Safety (PFPS) initiative (WHO, 2017; Hölmstrom & 
Röing, 2010).  The PFPS initiative endorses many of the components of PCC, including the 
patients being actively involved and informed in their care, having access to medical records, and 
having open, two-way communication between patients and health care providers (WHO, 2017). 
The Institute of Medicine (IOM) developed a groundbreaking publication in 2001, titled 
Crossing the Quality Chasm: A New System for the 21st Century, that details the need for 
sweeping changes to the American health care system.  The IOM identified six areas of 
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improvement.  The six qualities included were safe, effective, patient-centred, timely, efficient, 
and equitable; these are central in meeting patients’ needs. Patient-centredness, as defined by the 
IOM, is focused “on the patient’s experience of illness and health care and on the systems that 
work or fail to work to meet individual patients’ needs” (IOM, 2001, p. 48). Patient-centredness 
occurs in a number of different ways: acknowledgement of individual values and preferences as 
part of the care, a coordinated integrated care team, information sharing, physical and emotional 
support, and involvement of family and friends (IOM, 2001).  
In Canada, at close to the time the IOM publication was released, the Romanow Report, 
Commission on the Future of Health Care in Canada (Romanow, 2002), proposed a number of 
recommendations to the Government of Canada about the Canadian health care system.  One of 
the recommendations made was a Health Covenant for all Canadians which includes PCC as a 
component (Romanow, 2002).  Threaded through many of the recommendations in the report are 
statements supporting PCC, whether through informed choice, continuity of care, timely access 
to high quality health services, or collaboration between health care providers and patients, all of 
which are components of PCC (Romanow, 2002). 
PCC is a fundamental philosophy in numerous Canadian organizations, including 
Accreditation Canada, the Canadian Interprofessional Health Collaborative (CIHC), the 
Canadian Medical Association, and the Registered Nurses Association of Ontario (RNAO).  The 
philosophy of partnership with patients and families and empowering them to engage as equals 
in their care is foundational to all these organizations, whether through standards to be met, 
recommendations for practice, or new ways of thinking and being with patients.  In the following 
paragraphs, the relevance of PCC to these four organizations, as examples of organizational 
integration, is summarized. 
FOSTERING PCC THROUGH IPE 
 
16 
Accreditation Canada is an independent, not-for-profit agency that accredits health care 
organizations, including the one where this research took place, ensuring safe, quality care for 
patients (Accreditation Canada, 2017).  Client- and family-centred care (CFCC) is the term 
Accreditation Canada uses for PCC and defines it as:  
an approach that guides all aspects of planning, delivering and evaluating services. The 
focus is always on creating and nurturing mutually beneficial partnerships among the 
organization's staff and the clients and families they serve. Providing client- and family-
centred care means working collaboratively with clients and their families to provide care 
that is respectful, compassionate, culturally safe, and competent, while being responsive 
to their needs, values, cultural backgrounds and beliefs, and preferences. (Accreditation 
Canada, 2017) 
Accreditation Canada has described four values that support CFCC: (1) dignity and respect,  
(2) information sharing, (3) partnership and participation, and (4) collaboration. Rather than 
having specific standards that address only CFCC, these four values are incorporated into all 
system and service standards Accreditation Canada evaluates (Accreditation Canada, 2017). 
The Canadian Interprofessional Health Collaborative (CIHC) is an organization 
promoting interprofessional collaborative practice through IPE with the goal of PCC (2017).  
CIHC has a fact sheet on PCC highlighting the patient (and family as applicable) as being the 
centre of care (2010d).  A focus of the CIHC definition of PCC is the inclusion of all voices as 
experts in their own right with the focus of determining optimal and realistic goals for the patient 
and their care (2010d). 
The Canadian Medical Association (CMA) published a document titled Health Care 
Transformation in Canada (CMA, n.d.), which proposes changes to the Canadian health care 
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system including the concept of being patient-centred.  They define patient-centredness as 
“seamless access to the continuum of care in a timely manner, based on need and not the ability 
to pay, that takes into consideration the individual needs and preferences of the patient and 
his/her family, and treats the patient with respect and dignity” (CMA, n.d.).  The CMA proposed 
a charter of PCC for patients, health care providers, organizations, and funders of health care; it 
highlights the need for: (1) dignity and respect, (2) access to care, (3) safety and appropriateness, 
(4) privacy and security of information, (5) decision–making, (6) insurability and planning of 
health services, and (7) concerns and complaints (CMA, n.d.). 
The RNAO has developed a Clinical Best Practice Guideline entitled Person- and 
Family-Centred Care (RNAO, 2015).  They list numerous recommendations to enhance PCC, as 
well as practical strategies to implement in practice.  Education of staff is discussed as well as 
roles for leadership, ensuring surroundings are patient-centred, and finally, evaluation to 
maintain and improve patient-centred processes. RNAO's foundational goal in PCC is 
partnership between the patient and the health care team (RNAO, 2015).  Other Canadian 
organizations that have statements, values or philosophies embracing PCC include the Canadian 
Nurses Association, Alzheimer Society Canada, Canadian Home Care Association, and Cancer 
Care Ontario.  
A number of provincial health systems have also incorporated the tenet that PCC should 
be a central component of their health care systems, including the provinces of Ontario, 
Saskatchewan, and Alberta.  The British Columbia Ministry of Health, in their publication titled 
Setting Priorities for the BC Health System, identified PCC as one of their eight priority areas for 
a higher-performing health care system (2014).  As an outcome of that document, in 2015 the BC 
Ministry of Health developed a framework for PCC which defines PCC and the vision, core 
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principles, and care practices of PCC (2105).  This framework is intended to provide guidance 
about the strategic direction of PCC for all Health Authorities throughout the province of BC 
(Fraser Health, 2017) 
In Fraser Health, where my research took place, patient-centredness is one of the health 
authority’s ten priorities for patient outcomes. “Putting the patient and family at the heart of 
every decision” is core to their definition of patient-centredness (Fraser Health, 2014, p. 67). 
Ensuring patients are involved in the planning of services and able to voice their experiences and 
opinions about care is also paramount to how the health authority has defined patient-centredness 
(Fraser Health, 2017).  Fraser Health has had a Patient Advisory Council for a number of years 
to ensure that the patient and family voice is included in decision-making. The health authority 
also has a Patient Experience portfolio with numerous staff involved in the work of engaging 
patients, including a Leader of Patient and Family-Centred Care.  The terminology PCC is not 
unique to describe the concept; multiple terms including client-centred care, person-centred care, 
patient-directed care, and person-directed care are used.  PCC will be the term used throughout 
this thesis, as that is the term Fraser Health uses. 
Patient Involvement 
 
Patients are currently involved in the health care system in numerous ways as partners 
rather than as token patients.  The Canadian Institutes of Health Research (CIHR) have a strategy 
to develop research that is patient-oriented and has proven improved outcomes of patient 
experience and quality of care (CIHR, 2011).  The foundation of patient-oriented research is to 
include the patient in the entire continuum of research - from consultation to participation to 
analysis and finally dissemination of the results (CIHR, 2011). Gill, et al. (2016) not only used 
patients and families as subjects for their research in the intensive care unit (ICU) but also 
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trained and supported former patients and families to conduct focus groups and interviews of 
current patients and families and to analyze the data to make improvements in ICU care.  Quality 
improvement is also an area where the patient perspective is desired. Renedo and Marston (2015) 
conducted a study of patient perceptions of quality improvement.  The authors interviewed 23 
participants who were actively involved in quality improvement projects in the National Health 
Service (NHS) in London, England (Renedo & Marston, 2015).  In Fraser Health, patient 
volunteers are involved in informing patient satisfaction surveys, education and quality 
improvement work.  
Interprofessional Education  
 
In 1986, at the first International Conference on Health Promotion in Ottawa, Ontario, 
Canada, the WHO presented the Ottawa charter.  This document advocated for IPE as a way to 
promote access to health care. Similarly, one of the recommendations of the Romanow Report 
(2002) was to expand the knowledge base and fill gaps in certain areas in the health care field by 
creating Centres of Health Innovation, one of these areas being interprofessional collaboration 
and learning to maximize the functioning of teams in all health care areas.  
in view of . . . changing trends, corresponding changes must be made in the way health 
care providers are educated and trained.…If health care providers are expected to work 
together and share expertise in a team environment, it makes sense that their education 
and training should prepare them for this type of working arrangement. (Romanow, 2002, 
p. 109) 
CIHC’s goal is to ensure quality patient care through interprofessional education for 
collaborative, patient-centred practice (2017).  For health care providers to work effectively 
together, they must first learn collaboration together in their educational programs to build and 
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develop the skills needed for practice (CIHC, 2010b).  The intention of IPE is to change the way 
individual health care providers view their individual practice as well as how they work in a 
system with multiple roles, including the patient and family role, with the ultimate goal being 
more effective patient care (CIHC, 2010c).  As new professionals move into the practice setting, 
they are better equipped to utilize the skills and resources of their peers of other professions to 
facilitate the best care for patients and families.  Because of this, CIHC has developed the 
National Interprofessional Competency Framework to clearly define the competencies needed 
for true collaborative practice, which are intended to be utilized for development of IPE and 
practice in the health care setting (CIHC, 2010a).  Competencies include role clarification, team 
functioning, PCC, collaborative leadership, communication, and conflict resolution in 
interprofessional teams (CIHC, 2010a). 
The University of British Columbia Health consortium, formerly the College of Health 
Disciplines, was structured to assist multiple health disciplines at the university and throughout 
the province of BC to collaborate with one another through research, curriculum development, 
and education of students (University of British Columbia Health [UBC Health], n.d.).  Various 
tools and resources have been developed based on the National Interprofessional Competency 
Framework to assist the delivery of healthcare to be more collaborative and patient-centred; 
these include online modules as well as face to face workshops, which are offered to multiple 
professions to enhance collaboration among different professionals (UBC Health, n.d.).  
The BC Ministry of Health identify in their priorities of care, the desire for strong, high 
functioning interprofessional teams in acute care and in the community (2014).  One of their 
strategies to accomplish this goal is through having “an engaged, skilled, well-led and healthy 
workforce” which emphasizes interprofessional collaboration among team members (BC 
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Ministry of Health, 2014, p. 6).  Both the priorities of care and strategy to achieve this will 
require IPE to make this a reality, which is highlighted in their policy paper titled Enabling 
Effective, Quality Population and Patient-Centred Care: A Provincial Strategy for Health 
Human Resources (2015). 
The BCPSQC and the PVN assert that when patients and health care organizations 
collaborate with one another the end result is “improved patient safety, better health outcomes, 
reduced health care costs, and better decision-making,” leading to better health care interactions 
for patients, families and health care providers (BCPSQC, n.d.). Accomplishing BCPSQC’s 
vision of “high quality and sustainable health care for all” requires commitment from all parties 
to learn and network with one another.  Various initiatives have taken up this challenge, 
including the integration of PVN volunteers into Fraser Health’s new employee orientation.  The 
organization has received anecdotal, positive feedback from these patient volunteers and 
orientees as to the success of this initiative, but no research has been conducted to evaluate this 
initiative.  These volunteers serve as excellent resources from whom to learn more about PCC 
and IPE. 
Research Purpose and Objectives 
 
The purpose of my research was to explore the perspectives of the PVN volunteers in 
regard to fostering PCC through involvement in IPE.  To accomplish this purpose, I addressed 
the following objectives:  
(1) To explore the PVN volunteers’ meaning of PCC and the influences that have shaped 
this meaning,  
(2) To inquire what motivates the PVN volunteers to participate in and share their 
experiences in new employee orientation,  
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 (3) To examine the views of the PVN volunteers in regard to their role in IPE, 
particularly during new employee orientation, and  
(4) To determine the recommendations the PVN volunteers have with respect to 
contributing to PCC and IPE. 
 
Definitions 
 
Defining the central concepts of a thesis is important to establish consistent meaning 
throughout.  A conceptual definition, as defined by Polit and Beck (2012), is “the abstract or 
theoretical meaning of the concepts being studied” (p. 52). The two main concepts threaded 
throughout my research are PCC and IPE.  I have also defined interprofessional collaboration, 
Patient Voices Network and Acute Care Orientation, as they are essential to understanding the 
context of the research. 
Patient-Centred Care 
 
The definition of PCC that I use throughout my research originates from the British 
Columbia Ministry of Health's PCC framework. “Patient-centred care puts patients at the 
forefront of their health and care, ensures they retain control over their own choices, helps them 
make informed decisions and supports a partnership between individuals, families, and health 
care services providers” (BC Ministry of Health, 2015, p. 1).  The BC Ministry of Health has 
identified a number of key components that are integral to PCC: (1) self-management, (2) shared 
and informed decision-making, (3) an enhanced experience of health care, (4) improved 
information and understanding, and (5) the advancement of prevention and health promotion 
activities (2015).  In its framework, the BC Ministry of Health encourages full participation of 
patients, as much as they are able, in their care and system improvements (BC Ministry of 
Health, 2015). 
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Interprofessional Education  
Interprofessional Education is defined as “occasions when members or students of two or 
more professions learn with, from and about each other to improve collaboration and the quality 
of care and services” (Centre for the Advancement of Interprofessional Education [CAIPE], 
2017). 
Interprofessional Collaboration 
Interprofessional collaboration is defined as “a partnership between a team of health care 
providers and a client in a participatory, collaborative and coordinated approach to shared 
decision making around health and social issues” (UBC Health, n.d.). 
Patient Voices Network 
The Patient Voices Network (PVN) “is a community of patients, families and caregivers 
working together with health care partners to improve BC’s health care system” (BCPSQC, n.d.). 
Their goal is to partner with health care agencies to share their perspectives and insights on 
health and health care to foster change. 
Acute Care Orientation 
The definition of Acute Care Orientation I utilize in this study is from Fraser Health. 
“The purpose of the four day ACO is to provide consistent, standardized core content.  This 
supports the transition of Nursing, Allied Health and Support Staff who are new to Fraser Health, 
into their new roles” (Fraser Health, 2016).  Orientation provides foundational content to 
understanding key Federal, Provincial and health authority priorities as well as awareness of the 
mission, vision and values of the organization (Fraser Health, 2016). 
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Method 
 
 This qualitative study utilized the method of Interpretive Description to examine the 
phenomenon of interest.  I conducted six semi-structured interviews with a purposive sample of 
PVN volunteers who had participated in ACO in Fraser Health. Participants were contacted by 
email and invited to participate in the research study at a location of their choice.  Before I 
proceeded with my research, I obtained approval from the Research Ethics Board (REB) at 
Trinity Western University and ensured all ethical safeguards were in place during the research 
process.  
Significance and Relevance 
 
 Because of the increased emphasis on PCC and IPE to assist in providing collaborative 
care for patients, it is vital to understand the meaning of these philosophies from the perspective 
of the patient, not just the health care organization.  This research is significant for a number of 
reasons.  The first is to determine if an interprofessional educational setting such as new 
employee orientation can be an effective setting for promoting the concept of PCC. It is also 
important to determine how the patient volunteers make meaning about PCC and to begin 
determining a definition from their perspective.  This research also contributes to the knowledge 
about what motivates patient volunteers to participate with health authorities in various IPE 
settings, with the hope that more patients will volunteer and partner in shaping the health care 
system in a way that is more patient-centred.  Finally, this research will highlight what the 
patient volunteers believe they are contributing to the new employees as they start their career in 
Fraser Health.  
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Outline of the Thesis 
This thesis has been structured in six chapters.  The first chapter introduces the topic of 
the thesis including the problem, specific purpose and objective.  Background information is 
shared and important terms defined. Chapter 2 presents a review of the literature.  The search 
strategy used is summarized and the relevant literature synthesized, establishing the current state 
of knowledge about the concepts of PCC and IPE.  Chapter 3 outlines the research process I used 
and includes detailed information about the study design, participants, sample, data collection, 
security of data, data analysis, ethics, and scientific quality.  The fourth chapter details the 
findings and utilizes quotes from the participants to illustrate the emerging themes.  Chapter 5 
includes a discussion of the findings in light of existing literature.  The concluding chapter 
summarizes the findings and offers recommendations for leadership, policy and practice.  
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CHAPTER 2: LITERATURE REVIEW 
 
 This chapter highlights the current state of the literature about PCC and IPE and how they 
are implemented in a new staff orientation.  Thorne stated, “the strategic objective for which a 
literature review is enacted is setting the stage for a good argument that further research is 
needed and that research…you intend would make a valuable contribution” (2016, p. 69).  In this 
literature review, I present what the literature states conceptually about the characteristics of 
PCC, the attributes of the people and settings needed to ensure that PCC occurs, and the benefits 
of PCC.  I also discuss research that has been completed about PCC.  I examine IPE in much the 
same way; with a review of what it is, the benefits of it and a discussion of the current research 
about it. Staff orientation is briefly considered, as well as literature about teaching strategies to 
integrate PCC in IPE. 
Search Strategy 
 The search strategy I utilized for the literature review is based on Health Sciences 
Literature Review Made Easy: The Matrix Method by Garrard (2014).  I also enlisted the support 
of a research librarian. The electronic databases I searched included the Cumulative Index to 
Nursing and Allied Health Literature (CINAHL), MEDLINE, Education Resources Information 
Center (ERIC), PsychINFO, and Science Direct. The limiters I chose for my search were peer-
reviewed Academic Journals, English language articles only, and articles from the year 2006 and 
more recent.  Initially, I conducted a key word search for my three concepts of interest 
(orientation, patient volunteers and patient-centred care) and used the same key words in all 
databases searched. Each database was also searched with its unique controlled vocabulary.  
Once I received the results, I combined my searches to acquire articles that had at least two of 
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my three concepts reflected in them. See Appendix A for the databases, key words and 
controlled vocabulary used, as well as the number of results received.  
 I obtained a large number of articles in my search from some of the databases even with 
combining the three concepts of orientation, patient volunteers, and patient-centred care. For 
example, I acquired 459 articles from CINAHL.  I scanned the search results and flagged those 
that appeared to meet my inclusion criteria.  With the articles I narrowed down, I reviewed each 
title and abstract to establish whether it met the needs for my literature review; if it appeared to, I 
skimmed the article to decide if I was going to use it (Garrard, 2014).  I wanted an 
interprofessional representation in my literature, as Fraser Health’s ACO is composed of 
numerous professions; therefore, I eliminated anything that was solely physician related, as 
professionals in this group do not participate in the orientation.  I also eliminated articles that 
dealt with patient volunteers teaching other patients or undergraduate students, and concentrated 
instead on articles where patient volunteers were involved in the education of practitioners and 
staff.  I also did forward citation searching and reviewed the reference lists of articles to make 
certain I had not missed any work on PCC or IPE.  As I was reviewing websites devoted to IPE, I 
discovered that CIHC published a peer-reviewed journal, the Journal of Research in 
Interprofessional Practice and Education (JRIPE) that had not come up in my searches. 
Consequently, I reviewed the Table of Contents of each issue and found three articles to add to 
my numbers.  
 The final result from the database search, forward citation searching and the three articles 
I found in JRIPE was 147 records.  Eighty-eight of these were excluded with a scan of the article 
for the various reasons noted above, primarily because they were highlighting PCC in medical or 
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undergraduate education.  I assessed the remaining 65 for eligibility: I deemed 29 articles were 
appropriate and included them as part of the literature review. See Appendix B for the PRISMA 
flow chart. 
Synthesis of the Literature 
 
 In the remaining sections of this chapter, I present a synthesis of the themes derived from 
my review of the 29 selected articles. 
Patient-Centred Care  
 
 Patient-centred care is a vague concept with many conflicting definitions.  No clear 
consensus exists in the literature, and a multitude of differing terms are employed to define 
essentially the voice of the patients in their own health.  No formal definition of PCC from a 
patient perspective is available in the literature (Robinson et al., 2008).  I have attempted to 
provide some clarity to the confusion through the literature sourced.  There have been multiple 
commentaries, narrative reviews and concept analyses completed in the past number of years to 
attempt to define PCC, but there still does not seem to be an uptake of one specific definition 
(Castro et al., 2016; Hölmstrom & Rönig, 2010; Kitson et al., 2012; Lines, Lepore, & Wiener, 
2015; Morgan & Yoder, 2012; Pelzang, 2010; Robinson et al., 2008; Starfield, 2011). 
 When defining a concept, language and terminology are important to ensure clarity of the 
idea and prevent multiple interpretations.  Lines et al. (2015) discussed changes to how language 
has moved to a people-first language, which is focused on the whole person rather than just their 
illness.  The authors also stated that terminology can be “stigmatizing and disempowering” when 
referring to the patient’s disease or complaint rather than the person themselves, and can affect 
health care providers' (HCP) attitudes and activities, so that they possibly miss signs and 
symptoms of something else (Lines et al., 2015, p. 562). Language like the word ‘patient’ can 
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give a sense of power and control to the HCP; consequently, decision-making is inferred as not 
part of the patient role (Morgan & Yoder, 2012).  Because of the disempowering nature of the 
term “patient,” a number of authors have advocated for a change in the language of patient-
centred care to something that is more reflective of the active nature of patients - their 
involvement and control in their health care and the move away from the HCP delivering the 
care (Lines et al., 2015; Morgan & Yoder, 2012).  For the purposes of this paper, the terminology 
of patient-centred care has been used throughout as that is what Fraser Health uses, although 
multiple terms for this concept exist, including client-centred care, person-centred care, patient-
directed care, and person-directed care. 
The varying use of the term PCC in different contexts and between different professions 
makes determining a definition more complex.  Many professions, organizations, perspectives 
and contexts agree with the concept of PCC and define many of the components the same ways, 
but each group may emphasize or decide the importance of various elements of PCC differently 
(Kitson et al., 2012; Robinson et al., 2008).  For example, nursing highlights the importance of 
respecting the patient’s values and beliefs and providing comfort, while physicians are more 
concerned about patients being informed in the decision-making process (Kitson et al., 2012). 
The term can also be defined at different levels: micro - at the patient level; meso - at the 
organizational level; and macro - at the policy level (Robinson et al., 2008). Pelzang (2010) 
highlighted the need for patients and families to be involved in all levels of health care, not only 
at the personal level of the patient but at the organizational and policy levels as well. 
Characteristics of PCC.  
 
 The literature contains numerous characteristics in the discussion about the concept of 
PCC. Essentially, to determine PCC, two main characteristics must be present.  These include 
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recognition of the patient as a unique individual greater than the sum of their parts, and accepting 
patients as being full partners in their care.  These characteristics are discussed in the following 
paragraphs. 
 The concept of PCC comes from a biopsychosocial perspective where not only the 
physical state of the patient is evaluated, but also how the social, emotional, and spiritual 
perspectives impact health (Kitson et al., 2012; Morgan & Yoder, 2012).  PCC also recognizes 
that all aspects of patients' lives impact their health, including housing, transportation, education, 
socioeconomic status, and other social determinants of health (Lines et al., 2015).  For example, 
if patients suffering from diabetes do not have transportation to pick up their medication or the 
finances to pay for it, then their health will be negatively affected even if they have considerable 
knowledge about how to manage their disease.  Care must be individualized for each patient to 
reflect their unique values, beliefs, perspectives, strategies and knowledge (Kitson et al., 2012; 
Morgan & Yoder, 2012; Pelzang, 2010; Robinson et al., 2008).  A patient is not “just” a person 
with a number of diseases or conditions, but rather a unique individual with a life and life 
experiences very different from others (Pelzang, 2010).  McCormack and McCance (2006) 
developed a person-centred nursing framework that emphasizes the characteristic of personhood 
as fundamental to the relationships inherent in the health care context (McCance & McCormack, 
2016; McCormack & McCance, 2006).  The definition of PCC used in this paper includes key 
components that are integral to PCC: (1) self-management, (2) shared and informed decision-
making, (3) an enhanced experience of health care, (4) improved information and understanding, 
and (5) the advancement of activities that prevent ailments and promote health (BC Ministry of 
Health, 2015). These components put patients in control of their decisions about their health care 
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and allow all aspects of the patient to be included. One size does not fit all in a patient-centred 
framework of care.  
 A patient-centred approach respects the patient’s expertise of their own body and 
previous knowledge and experience with their illness, which prove them “qualified to decide 
their own needs” (Hölmstrom & Röing, 2010; Kitson et al., 2012; Pelzang, 2010, p. 912).  Illness 
and disability have a personal meaning for each person, and each person perceives and 
experiences theirs differently (Hölmstrom & Röing, 2010; Morgan & Yoder, 2012; Pelzang, 
2010; Robinson et al., 2008).  PCC also involves family and friends in the care of the patient if 
the patient values and desires this (Kitson et al., 2012).  In order to know patients and what is 
important to them and their care, the provider must also value a patient-centred approach with 
the goal of equal partnership.  
 The relationship between patient and provider is important in PCC because HCPs bring 
their own unique perspective to the relationship (Hölmstrom & Röing, 2010; Kitson et al., 2012). 
This therapeutic relationship allows the practitioner to be responsive to a patient’s preferences 
and care needs (Pelzang, 2010).  Sharing of collective wisdom through the interpersonal 
relationship between patient and provider supports quality care and increases overall health and 
sense of well-being (Morgan & Yoder, 2012).  This relationship is not just for specific 
professions and roles, but for all HCPs working with the patient, allowing for better integration 
and coordination of care (Kitson et al., 2012).  Having this type of therapeutic relationship is a 
way of practising healthcare and a way of being, and not just a theory (Pelzang, 2010).  
In a patient-centred approach, there must be equality between the HCP and the patient to 
facilitate shared decision-making.  Respect is the cornerstone of this relationship: respect for the 
rights of patients to be competent decision-makers (Lines et al., 2015; Morgan & Yoder, 2012). 
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Patients require a voice in their care and must be educated and informed so they can have a more 
expanded role than they have traditionally held (Kitson et al., 2012; Pelzang, 2010; Robinson et 
al., 2008).  Patients' access to personal health information to become better informed also allows 
for greater participation in care decisions (Lines et al., 2015).  Involving patients as partners in 
their care promotes motivation, autonomy and empowerment, better decision-making, greater 
self-confidence, and self-management, all of which ultimately improve health (Hölmstrom & 
Röing, 2010; Kitson et al., 2012; Lines et al., 2015; Morgan & Yoder, 2012).  These 
relationships require time, communication and shared values on the goals of care and the 
relationship and what it can accomplish. 
PCC is about seeing and understanding patients as a whole and ensuring the care they 
require is individualized to them.  There is a consensus in the literature that the patient is at the 
centre of the care (Kitson et al., 2012).  This definition proposed by Morgan and Yoder (2012) 
sums up the main characteristics of PCC discussed, and reiterates the definition used in this 
paper: 
PCC is a holistic (bio-psychosocial-spiritual) approach to delivering care that is 
respectful and individualized, allowing negotiation of care, and offering choice through a 
therapeutic relationship where persons are empowered to be involved in health decisions 
at whatever level is desired by that individual who is receiving care. (p. 8) 
PCC is ultimately up to the patient to determine; even if many characteristics of PCC are present, 
if the patient does not deem the encounter as patient-centred then it is not (Robinson et al., 2008).  
PCC and the role/attributes of the HCP.  
 
 The role of the HCP must change from the present incarnation to allow PCC to occur at 
the practice level.  To enact PCC in practice, practitioners must have a high level of 
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understanding of what PCC is and the skills, actions and activities that promote it in practice 
(Morgan & Yoder, 2012; Robinson et al., 2008).  It is vitally important for the HCP to be clear 
about their own unique values and beliefs about PCC and how this insight influences the care 
they provide to patients and families (McCance & McCormack, 2016; McCormack & McCance, 
2006).  PCC is not about prescribing and controlling what the patient does, but partnering with 
them and facilitating shared decision-making (McCance & McCormack, 2016; McCormack & 
McCance, 2006).  HCPs must let go of the traditional roles of the patient and provider and 
embrace an equal partnership that takes into account the values, beliefs and experiences of the 
patient (McCance & McCormack, 2016; McCormack & McCance, 2006; Pelzang, 2010; 
Robinson et al., 2008).  Along with embracing the concept of PCC, HCPs must also have 
practical skills and abilities such as effective communication, competent practice and the ability 
to educate patients about their illness or condition. 
 Communication skills are a key attribute of the HCP to facilitate PCC.  Through effective 
communication skills, the HCP can develop a trusting, therapeutic relationship with the patient 
(McCance & McCormack, 2016; McCormack & McCance, 2006; Morgan &Yoder, 2012: 
Pelzang, 2010).  Asking open-ended questions that address the patients’ concerns and then 
allowing enough time for patients to express themselves leads to open, transparent relationships 
between the patient and practitioner (Kitson et al., 2012; Robinson et al., 2008). McCormack and 
McCance (2006) highlight negotiation as a necessary skill of the HCP that leads to shared 
decision-making.  Effective communication also occurs through non-verbal cues and actions; 
active listening, responding to patients' own non-verbal communication, and being present with 
the patient contribute to establishing therapeutic, proportionate relationships (Castro et al., 2016; 
McCance & McCormack, 2016; McCormack & McCance, 2006; Pelzang, 2010). Effective 
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communication skills are not only important with patients but amongst the entire health care 
team, because they facilitate effective interprofessional collaboration and team functioning, 
which result in care that is patient-centred (Kitson et.al., 2012). 
 While communication skills are essential in the operationalization of PCC, many authors 
have highlighted additional qualities and practical skills necessary for it to occur.  Professional 
knowledge, skills and expertise in the HCP's discipline are required for providing care that is 
patient-centred (Kitson et al., 2012; McCance & McCormack, 2016; McCormack & McCance, 
2006; Pelzang, 2010).  HCPs must be able to determine the care needed for the patient and 
family, develop a plan, implement the interventions, and evaluate the results; without 
professional competence, the HCP cannot individualize care for the patient (Pelzang, 2010). 
McCormack and McCance (2006), in their person-centred nursing framework, emphasize the 
importance of planning and providing care with the patients’ values and beliefs in mind to 
achieve an individualized approach to care (McCance & McCormack, 2016).  The use of 
evidence based practice is important for the general knowledge and competence of the service 
provider, as well as evidence about PCC and its impacts on patient care and satisfaction with 
care (Robinson et al., 2008).  PCC takes time and commitment from both the HCP and the 
patient to implement, so HCPs must plan their time and energy accordingly to ensure care is 
complete (Hölmstrom & Röing, 2010; Robinson et al., 2008).  Other qualities, as noted in the 
literature, that are needed by the HCP to enact PCC include politeness, good manners, being 
respectful, empathy, compassion and a non-judgemental demeanour (Castro et al., 2016; Kitson 
et al., 2012).  These qualities are difficult to measure, and the characteristics of each can be 
subjective depending on the person measuring and the context. 
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 Highly competent practitioners with excellent communication skills can promote PCC 
and empowerment of patients through education, health promotion, and decision-making (Castro 
et al., 2016; Hölmstrom & Röing, 2010; McCance & McCormack, 2016).  Patients need 
education and resources that are relevant to them, clearly explained, and translated, if needed, in 
a language they can understand (Robinson et al., 2008).  In order to realize true PCC, patients 
need to be offered options for care through the sharing of information and resources so they can 
engage in the decision-making process (Hölmstrom & Röing, 2010; Robinson et al., 2008).  This 
allows for a balanced relationship between HCP and patient which leads to shared decision-
making (McCance & McCormack, 2016; McCormack & McCance, 2006).  As patients become 
more comfortable with their role as partner in their care, the HCP must step back and allow them 
to make decisions that are right for them and provide the coaching and support to promote the 
behavioural changes needed (Castro et al., 2016; McCance & McCormack, 2016; McCormack & 
McCance, 2006; Robinson et al., 2008).  As patients become equals in the patient-practitioner 
relationship and they share in the decision-making, positive change occurs leading to increasing 
self-confidence and empowering patients to continue the process of being highly involved in 
their care (Castro et al., 2016; McCance & McCormack, 2016). 
PCC and the practice environment. 
 
Although the relationship with the HCP is crucial in the promotion of PCC, it is not the 
only component to ensure success.  The environment in which the HCP practices and the patient 
is cared for, is equally important and has the power to promote or to limit the enactment of PCC 
(McCance & McCormack, 2016; McCormack & McCance, 2006).  Physically, the environment 
must be clean and clutter-free with a calm and soothing feel to allow for PCC (Pelzang, 2010). 
To further aid effective PCC, supportive technology and access to patient information must be in 
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place to facilitate the shared decision-making that is essential in a patient-centred approach to 
care. (Pelzang, 2010). 
Physical environment is important in the health and healing process, but what is not seen 
is equally essential.  The commitment to PCC by the organization as a whole is a vital part of this 
unseen environment. PCC must be part of an organization’s strategic vision, with leadership 
wholly committed to the philosophy and role-modelling PCC from the top down (Morgan & 
Yoder, 2012).  The concept must be clearly communicated about how it will fit into everyday 
practice, with processes in place to guarantee it occurs (Morgan & Yoder, 2012).  Organizations 
that value staff and patients' respect for choice, have established shared governance which 
enables staff to personalize patients’ care instead of managing them, demonstrating value to both 
the HCP and the patient (McCance & McCormack, 2016; McCormack & McCance, 2006; 
Morgan & Yoder, 2012). The ability to provide PCC hinges on numerous components including 
the attributes of the HCP and the environment they practice in. 
Benefits of PCC.  
 
 To engage in a concept and change the way care is provided to patients and families, 
there must be benefits to the providers and receivers of the care as well as the organizations that 
are committed to investing in the philosophy.  Although PCC is challenging to measure and there 
are currently no standardized evaluation tools, the literature lists various benefits, 
overwhelmingly in favour of implementing a patient-centred approach to care (Castro et al., 
2016; Morgan & Yoder, 2012; Robinson et al., 2008).  Robert, Waite, Cornwell, Morrow and 
Maben (2014), in their survey of courses teaching patient experience in England, found that there 
were very few evaluation tools that measure the impact of the education about PCC; they 
recommend the development of such tools. 
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 It is clear from the previously discussed literature that patients benefit from the 
implementation of a patient-centred approach to care.  Communication with patients and their 
families is improved, which results in informed and involved patients and better adherence to 
care decisions (Hölmstrom & Röing, 2010; Pelzang, 2010; Robinson et al., 2008).  In a patient-
centred approach, the enhanced communication between provider and patient improves 
relationships and leads to high quality care (Morgan & Yoder, 2012).  Further outcomes of PCC 
include patients’ needs being met, less suffering, a feeling of well-being, and freedom from 
unnecessary tests and referrals (Hölmstrom & Röing, 2010; McCormack & McCance, 2006; 
Morgan & Yoder, 2012).  When all the above is in place, PCC will lead to improved health 
outcomes and patient satisfaction (Hölmstrom & Röing, 2010; McCormack & McCance, 2006; 
Morgan & Yoder, 2012; Pelzang, 2010). 
 Practitioners also receive the benefits of PCC. Effective communication with patients, 
and patients wanting to be involved in their care, create positive interactions and relationships, 
empowering HCPs (Pelzang, 2010; Robinson et al., 2008).  Through engagement of a new 
concept like PCC, the HCP has an opportunity to reflect on what they want their practice to look 
like, which leads to sharing of ideas and learnings, creating a collaborative learning environment 
(McCance & McCormack, 2016; McCormack & McCance, 2006; Pelzang, 2010). Creative 
ideas, risk-taking, and opportunities for leadership can be the result of a patient-centred 
environment (McCormack & McCance, 2006). 
 Finally, not only do patients and practitioners benefit from a patient-centred approach, 
but the organizations that provide the care services benefit as well.  As mentioned above, team 
functioning is improved, which promotes collaboration among staff, continuity of care and the 
opportunity to be responsive to patient needs (Pelzang, 2010).  This improved interprofessional 
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collaboration increases bed capacity, results in less referrals to other health disciplines and 
diagnostic tests, and improves overall quality and patient safety (Hölmstrom & Röing, 2010; 
Kitson et al., 2012; Robinson et al., 2008).  All of these measures ensure cost savings which can 
then be put into resources to increase PCC (Hölmstrom & Röing, 2010; Pelzang, 2010). 
Interprofessional Education 
Interprofessional Education is defined as “occasions when members or students of two or 
more professions learn with, from and about each other to improve collaboration and the quality 
of care and services” (CAIPE, 2016).  Collaboration among health care professionals is learned, 
learning that must be intentional and continuous.  IPE can occur formally in a classroom through 
specific, developed education, or informally when interacting with colleagues of other 
professions in the practice setting; it is as much about the process of learning as the content of 
material (Goldman, Zwarenstein, Bhattacharyya & Reeves, 2009; Sargeant, 2009).  Ideally, IPE's 
function is to ensure role clarity to provide enhanced collaboration resulting in PCC (Hovey & 
Craig, 2011; Pelzang, 2010). IPE is a precursor to interprofessional collaboration (IPC), as 
students and professionals must learn together to understand the competencies of IPC.  They 
develop the skills of collaboration and communication with one another, which ultimately leads 
to effective PCC, increased patient safety and improved patient outcomes (Hollenburg et al., 
2009; Hovey & Craig, 2011).  IPE is used to develop the needed knowledge, skills, and attitudes 
for effective team collaboration, which practitioners would not learn in other settings or by other 
methods of teaching and learning (Reeves, 2009).  Once they are proficient, IPC will occur and 
care can become more patient-centred (Reeves, 2009). 
Reeves (2009) highlighted the confusion in the literature about the definitions of IPE and 
IPC. The author defines continuing IPE as a separate entity of IPE, although the goal of both pre-
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licensure and post licensure IPE is for learners to develop the skills of interprofessional 
collaborative practice (Reeves, 2009).  As with PCC, the terminology used to discuss IPE is 
important to establish a common understanding and application to practice (Hovey & Craig, 
2011).  Having defined terminology for common language can prevent a number of pitfalls 
identified by Hovey and Craig (2011) which include assumptions about other professions, roles 
and responsibilities, misunderstanding, and miscommunication, all of which can impact the 
quality of care delivered.  The common, well known definition of IPE, to “learn with, from and 
about each other,” has posed challenges in what this actually means and how to identify and 
determine strategies leading to education that is effective in promoting IPC and PCC (CAIPE, 
2016; Reeves, 2009).  It is imperative that stakeholders at all levels invest their energy and 
resources, including IPE, to ensure collaborative patient-centred practice.  
Goldman et al. (2009) identified team collaboration happening at multiple levels, in 
education, practice, and at the regulatory level.  Students of health care professions are receiving 
education with one another to enable them to work in the interprofessional teams where they will 
find themselves following graduation while in the practice areas.  Professions are being brought 
together to learn in workshops and in the clinical area to work collaboratively through IPE. 
Hollenberg et al. (2009) argued the importance of having linkages with the universities where 
health care professionals are educated, so that curriculums and competencies can be linked and 
that messaging to students and professionals is the same.  The Canadian Association of Schools 
of Nursing (CASN), in their accreditation program standards for Nursing Schools' educational 
programs, include key elements of IPE and IPC, further reinforcing the link between the 
academy and practice (CASN, 2014).  
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Shifting government policy and the involvement of regulatory bodies are developing the 
competencies and practices of collaboration and PCC needed to succeed in today’s health care 
(Goldman et al., 2009; Robert et al., 2014).  Recently, in the United Kingdom, government 
mandates the participation of patients in the IPE of health professionals (Towle et al., 2010 ). 
Hollenberg et al. (2009) found in their multiple case study of a large IPE initiative in Ontario, 
Canada, that IPE was successful in part because of the will of both the provincial and federal 
governments, proving that when stakeholders collaborate with one another initiatives can be 
sustained, resulting in positive changes to the overall health of patients. 
Benefits of IPE. 
It is commonsense to educate practitioners together in an interprofessional setting to 
promote collaboration and ultimately provide PCC.  Some of the benefits to the recipients of the 
education include promoting understanding of each other’s roles, knowledge of the patient view, 
and solidifying patient-centred values, (Carpenter, Barnes, Dickinson & Wooff, 2006; Morgan & 
Jones, 2009).  Morgan and Jones (2009) discovered that overall, participants of IPE liked having 
patients and families involved as it provided a greater awareness about the patient and family 
outlook, which in turn can change the way they may practice in the future. Hollenberg et al. 
(2009), examined the impact of an IPE initiative that was implemented and found that both the 
leaders developing the education and the participants appreciated the time allocated for 
discussion, as it infrequently occurs in the day to day work of health care.  While new knowledge 
is gained in the interprofessional setting, the ability to apply it to practice is the ultimate goal.  
This objective is within reach. Morgan and Jones (2009) found that IPC was enhanced 
with the involvement of patient and families in delivering education. Grainger, Boland and 
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Levack (2014), in their study of outcomes of a postgraduate diploma in rehabilitation, discovered 
that a high percentage of participants had strengthened their ability for effective IPC.  The 
authors also found that “health professionals who had participated in formal IPE at university 
were motivated to continue with lifelong learning and gained credibility and applied skills to 
enhance their level of collaboration and leadership within rehabilitation teams” (Grainger et al., 
2014, p. 9).  With effective collaboration and communication amongst the entire 
interprofessional team, PCC becomes the obvious result (Kitson et al., 2012). 
As the members of the health care team are part of a larger organization, all stakeholders 
involved must be on the same page about the goals and objectives of education so that it is 
consistent throughout (Hollenberg et al., 2009).  When the health care organization and the 
affiliated university work together to determine shared competencies of IPE, the results are 
compounded (Hollenberg et al., 2009).  Some of the organizational gains as a result of the 
authors' IPE initiative were increased support from the leadership of the organizations, and the 
development of tools, resources and hospital protocols to support IPE and IPC (Hollenberg et al., 
2009).  The benefits of IPE are evident and far reaching, possibly part of a strategy that could 
reform our “broken” health care system.  
Barriers to IPE. 
Although educating students and professionals in interprofessional teams is the ideal, 
challenges can occur.  Barriers to IPE and collaborative practice include the status differentials 
(perceived and real) between professionals, the deep socialization and identity of the various 
professions, and the unique set of values and beliefs of each (Hollenberg et al., 2009; Sargeant, 
2009).  Staff educated only within their profession may find it challenging to learn and interact in 
a new way, and may lack knowledge of how to effectively work together, as it can be 
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uncomfortable adjusting to a new way of being (Hollenberg et al., 2009; Hovey & Craig, 2011). 
Stereotypes can develop between different practitioners and be perpetuated in the workplace, 
which can interfere in IPE and ultimately in collaboration among professions (Sargeant, 2009). 
As Carpenter et al. (2006) noted in their research, stereotypes may not necessarily be changed 
even though education is delivered in an interprofessional setting.  Depending on the goal of the 
education, some professionals may believe that those pursuing more education are atypical from 
the rest of the profession and do not extend the same acceptance to the rest of the profession 
(Carpenter et al., 2006).  Carpenter et al. (2006) cited role conflict as being increased following 
IPE, and surmised that the participants were more aware of the need to change their practice 
based on their new learning.  These challenges can be mitigated by the use of the tenets of PCC 
and the view that the patient is the centre of the care (Sargeant, 2009).  Relationships between 
members of the health care team, patients, and families must be developed through IPE and are 
of paramount importance to ensure smooth team functioning; good relationships will enable IPC 
(Hovey & Craig, 2011).  
Relationships with patients and families are known to be important, but there seems to be 
a barrier in having them fully involved in IPE.  Patients are often brought in as “token” 
representatives to speak about their experiences, with the agenda set by the educator of the 
session rather than the patient; or they are asked to complete patient satisfaction surveys with no 
further involvement (Happell, Bennetts, Platania-Phung, Tohotoa, 2015; Robert et al., 2014; 
Towle & Godolphin, 2011).  Challenges can arise when patients invited to teach in an IPE setting 
share negative experiences about their care, which can be perceived by learners as complaining 
or attacking the health care system (Happell et al., 2015).  Negative experiences are often part of 
many patients’ health care journeys, but they need to be balanced with what was done well and 
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how professionals can move forward in making experiences patient-centred (Happell et al., 
2015).  In their research, Happell et al. (2015) discovered the perception that patients 
participating in IPE may not be typical of the broader group of users of the health care system, 
and that their views may not represent those of the average patient.  
If the goal of IPE is to lead to effective team functioning that can deliver true PCC, then 
the patients themselves must be fully involved, not just in teaching the content but in the actual 
development and evaluation of the educational material; such involvement is not the norm 
(Morgan & Jones, 2009; Robert et al., 2014).  Robert et al. (2014) discovered, in their survey of 
education programs that had content about the patient experience, that patients were not often 
involved in the instruction of post-licensure workshops or in the development and evaluation of 
the IPE courses about PCC (Robert et al., 2014). Towle et al. (2010) developed a “spectrum of 
involvement” taxonomy that “describes a continuum of patient involvement” from levels one to 
six with increasing involvement as the numbers go up (p. 66).  Ideally, patients and families 
should be deeply involved in the education of HCPs, including level six, where they are involved 
in all aspects of education including development of educational materials and evaluation (Towle 
et al., 2010).  Having patients and families included as partners in the interprofessional team, 
including education, recognizes their expertise and increases patient safety and satisfaction 
(Hovey & Craig, 2011). 
Just as it is important for the instructor teaching in the interprofessional setting to role 
model IPC and PCC by full inclusion of the patient and family, the larger organization as a 
whole must engage with the PCC philosophy.  Organizations and the processes they engage in 
can help or hinder the effectiveness of IPE and its results (Hovey & Craig, 2011).  If work is 
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scheduled and completed in a way that does not allow staff to meet and engage with one another, 
then IPE and as a result collaboration becomes challenging if not impossible.  Poor leadership of 
interprofessional teams can be a barrier to IPE, as it will not be role-modelled in practice 
(Hollenberg et al., 2009).  If IPE and collaborative practice are not part of a health care 
organization's strategic imperative, and the leadership of the organization does not “buy-in” to 
the theory, fostering the same may not be possible (Hovey & Craig, 2011).  
Teaching strategies and IPE. 
IPE must be viewed as an ongoing, progressive education that begins in pre-licensure 
education and continues throughout a professional’s career (Barr & Low, 2011; Goldman et al., 
2009).  Value by all stakeholders is paramount and includes the individual, organization, and 
regulatory bodies as important components in HCPs' initial and ongoing continuing professional 
development (Hollenberg et al., 2009).  If the concept of IPC is crucial for effective PCC, 
education should be continually and repeatedly offered interprofessionally to develop the 
knowledge, skills, and attitudes necessary to consolidate and emphasize the importance of IPC 
(Reeves, 2009).  Including patients as part of the educational team in IPE, as lecturers or 
speakers in a curriculum, can be even more effective in promoting a patient-centred approach 
(Morgan & Jones, 2009).  The challenge becomes taking the definition of IPE and translating it 
into practical educational strategies for implementation.  
 The literature contains no concrete rules about when or how to incorporate IPE in health 
professionals’ education and socialization to the health care system.  Historically, professions 
have received all of their education uniprofessionally at all levels, which perpetuates isolation 
and leads to practicing in silos, resulting in non-existent collaborative practice (Sargeant, 2009). 
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Dalrymple, Hollins Martin and Smith (2013) found in their study of IPE that lecturers held 
inconsistent views on when IPE should be introduced to learners; one view stated that too early 
an introduction of IPE is ineffective and a waste of time, as the student at that stage is just 
beginning to develop understanding and knowledge of their own role or profession and cannot 
assimilate information about others. Allowing for some time for better understanding of one’s 
role allows individuals to contribute to and gain from IPE (Dalrymple et al., 2013).  On the other 
hand, the authors argued, if IPE is not introduced early on in professional education programs, 
then students' learning can be skewed and false ideas of other professions may be rooted in their 
practice (Dalrymple et al., 2013). Interprofessional instructors have an opportunity in IPE 
sessions to dispel myths and challenge inaccurate views of other professions that students may 
hold (Dalrymple et al., 2013). 
Many teaching and learning theories and strategies have been proposed for IPE, but the 
challenge is knowing which one is the most effective in teaching the concepts leading to practice 
change and resulting positive outcomes for patients (Goldman et al., 2009). Both Sargeant (2009) 
and Goldman et al. (2009) discuss various theories that guide IPE, including adult learning 
principles, which they believe are a start but cannot fully inform the development and 
implementation of IPE.  A number of other theories proposed include social and experiential 
learning theories, complexity theory and sociocultural theories (Goldman et al., 2009; Robert et 
al., 2014; Sargeant, 2009).  These theories move beyond adult learning principles to take into 
account the learning that occurs in the environment practitioners work in, the interpretation of 
events, interactions with other health care professionals, the dynamic nature of the health care 
system, the multiple stakeholders involved in the care of patients, and how practitioners interpret 
and assimilate the new learning into their practice (Goldman et al., 2009; Sargeant, 2009) 
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“Continuing IPE needs to be attentive and responsive to these situations”; they must be taken 
into account when developing and implementing IPE (Sargeant, 2009, p. 179). 
Teaching strategies proposed to implement and enhance IPE are as varied as the theories 
proposed that underpin the learning.  Multiple formats have been identified for engaging in IPE: 
e-learning modules; single day seminars versus multiple days of education; consecutive days or 
multiple days spread over a longer period of time; or implementation in the clinical environment 
(Dalrymple et al., 2013; Goldman et al., 2009; Reeves, 2009).  Educational strategies proposed 
and implemented are just as diverse; case studies, team activities such as discussion groups and 
problem based learning, communities of practice, reflection, simulation, and role play are among 
those suggested (Goldman et al., 2009; Reeves, 2009; Robert et al., 2014 Sargeant, 2009).  
Robert et al. (2014) affirmed that critical thinking in staff can be developed through creative 
teaching strategies and utilizing different ways of learning, “for example experiential, 
transformative and reflective learning techniques” to facilitate collaboration among staff (p. 
119). Hovey and Craig (2011) focus on the importance of determining which of the proposed 
strategies lead to transformational learning about team collaboration and PCC and call for 
discussion, research, and education to determine this kind of effectiveness. 
Many of the above teaching strategies are practical for the classroom setting, but learning 
about collaborative practice is not isolated to seminars and workshops, as it also occurs in the 
clinical setting during the normal work of caring for patients (Sargeant, 2009).  IPE can be more 
effective in the practice setting, as it allows for real time integration of concepts as well as the 
added reinforcement of patient interactions (Dalrymple et al., 2013).  Ways in which IPE occurs 
in clinical practice is through team meetings, rounds and communities of practice; and the skilled 
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educator must facilitate the process of learning as the work is occurring (Sargeant, 2009). 
Providing IPE to current practitioners regarding effective collaboration allows for integration of 
concepts, as practitioners can apply their learning to the patients they are working with 
(Dalrymple et al., 2013).  Incorporating various strategies for teaching and learning in an 
interprofessional environment can stimulate new knowledge and challenge existing views, 
assumptions, and beliefs about others and their roles, resulting in transformational learning 
(Sargeant, 2009). “…it is logical to suggest that if people are expected to work in teams, they 
should also be educated in teams” (Dalrymple et al., 2013, p. 89). 
As noted above, no consensus as to timing of IPE, theories to support it and strategies to 
teach it exists; in order to determine which make the most sense, rigorous evaluation needs to be 
completed.  Evaluation of IPE courses and workshops is not consistent (Robert et al., 2014). 
Although Instructors of IPE workshops are starting to implement various techniques to evaluate 
learning in an interprofessional setting, they “do not provide rigor (validity and reliability) in the 
way they assess interprofessional learning,” although this is slowly being rectified (Reeves, 
2009, p. 144).  Morgan and Jones (2009) in their literature review found a number of research 
papers of post-licensure education where patients were involved in assessment and evaluation of 
programs.  Evaluation of IPE and the resulting care of patients is crucial in knowing which 
teaching strategies are effective in promoting IPC and PCC. 
Educators of IPE and the promoters of collaborative practice must have recent experience 
in an interprofessional context, as many may have been educated when values and norms of 
communication and practice were historically different (Dalrymple et al., 2013).  Some of the 
characteristics Dalrymple et al. (2013) discovered in their study of effective IPE educators 
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include the attitude they hold about IPC, the mutual respect and actions that demonstrate it, as 
well as the general knowledge and understanding of the various roles in clinical practice settings. 
Role modeling the values of IPC is extremely important for all educators of collaborative 
practice, whether in the classroom or clinical setting, and from pre-licensure to experienced 
practitioner (Dalrymple et al., 2013).  Teachers and facilitators of IPE must be trained and 
supported to navigate tensions when friction between professions develops, and to move through 
the resistance that can arise when learners do not see the value in the education (Reeves, 2009). 
In the National Health Service (NHS), Robert et al. (2014) found that IPE courses on PCC were 
taught by a team that was responsible for the courses at a regional level rather than an individual 
site. This allows for facilitators to develop expertise in the minefield of IPE. 
Sustainability and IPE. 
Sustainability is very important with any type of enterprise. Hollenberg et al. (2009) 
discovered in their research that the IPE initiative could be sustained by promoting the program 
and the concept of IPC, the inclusion and representation of all professions, making it mandatory 
education for staff, keeping a link with educational institutions to ensure the curriculums 
complement one another, and continuing to hold IPE sessions.  Towle et al. (2010) discussed 
retention and sustainability; the most successful programs have the most inclusive roles for 
patients and include not only teaching, but development and evaluation of the program.  The 
authors also acknowledge that commitment to IPE curriculums involving patients needs a 
continuous influx of resources including time, training for patients, and faculty to maintain the 
program (Towle et al., 2010).  Deliberate plans and resources must be put into place to ensure the 
ongoing commitment of the health organization and the PVN members, and to sustain their 
involvement in new employee orientation. 
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Orientation and IPE. 
The literature had very sparse information about the central phenomenon of interest to 
this thesis, specifically IPE in a new employee orientation setting. Robert et al. (2014), in their 
survey of educational institutions and healthcare organizations in England, found that only 38% 
of current staff had received education about PCC during their orientation to the organization. 
They also identified that the majority of the courses offered were in an interprofessional setting 
(Robert et al., 2014).  The authors also found that it was during the pre-licensure education that 
they had more contact with patients and chances to hear their stories, rather than in the courses 
offered by the healthcare organization (Robert et al., 2014). Goldman et al. (2009) in their 
scoping review on continuing IPE, concluded that more research is needed to determine the 
needs of various groups of professionals and clinical areas; this would include new employees to 
an organization and teaching about the philosophy held, as well as the more concrete 
competencies needed.  The authors also highlighted that most employees have been practicing in 
their profession or role for some time and may not have received IPE or gained knowledge about 
IPC (Goldman et al., 2009).  In a new employee orientation, the needs of both groups must be 
met - those that have received education about PCC and IPC and those that are learning the 
concepts for the first time. 
Chapter Summary 
 This chapter has highlighted what the literature revealed about the concepts of PCC and 
IPE.  For both of the concepts introduced, confusion and a lack of consensus about a specific 
definition are present, as there are myriad ways of examining each.  No definition of PCC from 
the patient perspective could be found. PCC and IPE have numerous benefits as well as barriers 
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that must be overcome.  As well, multiple levels of stakeholders who are committed and engaged 
with the philosophy are needed to ensure success; this includes government, regulatory bodies, 
organizations, and educational institutions, as well as the individual practitioner.  No consensus 
in the literature exists about the best way to educate staff about PCC and collaborative practice.  
There was very little in the literature specifically about the teaching of PCC by patients in 
a new employee orientation setting.  I determined a number of gaps in the literature that I have 
addressed in my study.  The first gap I have explored is the patient’s meaning of PCC.  With this 
study, I have determined what motivates the PVN volunteers to participate in the education of 
HCP in a new employee orientation setting.  Finally, the last gap in the literature is the lack of 
patient involvement in a specific IPE setting. My study on new employee orientation examined 
this gap.   
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CHAPTER THREE: RESEARCH METHODS 
 This chapter of my thesis details the process of conducting my research project.  I 
describe the study design, the participants, the type of sample, and data collection technique.  I 
also clarify how security of the data was maintained as well as how I ensured the accuracy of the 
transcripts. Reflexivity and the process of decision making are described, as well as the data 
analysis process.  Finally, the ethics approval process and the myriad ways of ensuring scientific 
quality are acknowledged.  A number of Appendices accompany this chapter, including the 
recruitment email, the interview guide, the demographic data I collected, the consent form and a 
debriefing script.  With all of the above, I have provided a road map of the process of completing 
my research study. 
Study Design 
The study design I used in this research was a small-scale qualitative study utilizing 
interviews with key informants.  I drew on Interpretive Description, a descriptive qualitative 
methodology that has evolved in the field of nursing (Polit & Beck, 2012; Thorne, Reimer 
Kirkham & O’ Flynn-Magee, 2004).  Interpretive Description begins with what is known about a 
condition and constructs through “careful systematic analysis” new knowledge and 
understanding about the phenomenon of interest (Thorne, 2016, p. 57).  Interpretive Description 
“seeks to discover associations, relationships and patterns within the phenomenon that has been 
described” rather than just a description of it (Thorne, 2016, p. 56). By digging deep into the 
phenomenon of interest, meaning can be found which can then be applied into the clinical 
context (Thorne, 2016).  
Generalizability in qualitative research is controversial, as “the goal of most qualitative 
studies is to provide a contextualized understanding of human experience through the intensive 
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study of particular cases” (Polit and Beck, 2012, p. 524).  My particular study may not be widely 
generalizable, as the participants I recruited are highly motivated individuals giving their time 
and energy as PVN volunteers; they may not truly represent the average patient who experiences 
the health care system. 
 
Research Purpose and Objectives 
 
The purpose of my research was to explore the perspectives of the Patient Voices 
Network volunteers in regard to fostering Patient-centred Care through involvement in 
Interprofessional Education. My research had the following objectives:  
(1) To explore the PVN volunteers’ meaning of PCC and the influences that have shaped 
this meaning,  
(2) To inquire what motivates the PVN volunteers to participate in and share their 
experiences in new employee orientation, 
 (3) To examine the views of the PVN volunteers in regard to their role in IPE, 
particularly during new employee orientation, and  
(4) To determine the recommendations the PVN volunteers have with respect to 
contributing to PCC and IPE. 
 
Description of Sample 
 
The participants for this particular study were exclusively from the PVN community that 
is part of the larger British Columbia Patient Safety and Quality Council (BCPSQC).  The “PVN 
is a community of patients, families and caregivers working together with health care partners to 
improve BCs health care system” (BCPSQC).  All residents in BC can become part of the PVN 
and use their voice to influence safe, quality patient care (BCPSQC). PVN volunteers engage 
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with the “health care partners” through “volunteer opportunities” that they may have a particular 
interest in (BCPSQC). Fraser Health’s Acute Care Orientation (ACO) was one such opportunity 
which resulted in an initial group of 12 volunteers. This group of PVN volunteers comprised the 
target sample for this study.  I recruited volunteers who had participated in ACO, as they were 
familiar with the context of the education in an interprofessional setting.  I chose this sample 
because the PVN volunteers want to impact health care in a positive way and I anticipated they 
would be happy to discuss the volunteer opportunity.  See Appendix C for the initial recruitment 
email that was sent to participants inviting them to take part in my research. I also sent out 
reminder emails about my research project to the sample 2 weeks and 4 weeks following the 
original email contact.  
 
Polit and Beck (2012) state that in qualitative research, the sample is matched to the 
research method; qualitative studies are generally small, and selection is specific to the 
phenomenon of interest. Intimate knowledge of the experience of ACO was necessary for 
participants of my research to ensure the “culture” was clearly articulated (Streubert & Rinaldi 
Carpenter, 2011, p. 29).  Having first-hand knowledge of the topic of interest is a hallmark of 
purposive or purposeful sampling (Polit & Beck, 2012).  Thorne (2016) defines purposive 
sampling “in which the settings and specific individuals within them are recruited by virtue of 
some angle of the experience that they might help us better understand” (p. 99). Purposive 
sampling was appropriate for this study because the interprofessional setting of ACO is specific 
to new employee orientation and there are only a small number of PVN volunteers who 
participated.  I interviewed the six PVN volunteers who responded to my emails, after obtaining 
informed consent to participate in the study from them. See Appendix D for consent letter. 
Interpretive Description can be an effective research methodology with small sample sizes and 
FOSTERING PCC THROUGH IPE 
 
54 
will yield enough data to describe and provide meaning about the phenomenon of interest 
(Thorne, 2016).  
The sample of participants that I interviewed for my study was a homogeneous group 
with little diversity.  All six of them identified as Caucasian, spoke English as their first 
language, and had at least college level education.  Five of the six were between the ages of 65-
79 years and were born in Canada.  They would not be typical of the average patient in Fraser 
Health. See Appendix E for information acquired, and Table 1 for more details about the 
participants. 
Table 1  
Participant Demographics 
Age  
20-34 years 1 
65-79 5 
Gender  
Male 3 
Female 3 
Education  
College 2 
Undergraduate 2 
Graduate 2 
Country of origin/birth  
Canada 5 
England 1 
Ethnic heritage  
Caucasian 6 
First language  
English 6 
Income  
Up to $50,000 3 
$50,000-$100,000 2 
Not answered 1 
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Ethics 
I submitted my application to the Trinity Western University Research Ethics Board 
(REB) to ensure my research met the ethical standards of the university and received ethics 
approval on April 4, 2018.  Although Interpretive Description as a method is not generally 
harmful to participants, it was still important that ethics approval be received as human subjects 
are involved (Thorne, 2016).  Informed consent was obtained voluntarily from all participants 
and could be withdrawn at any time as per the Canadian Institute for Health Research (CIHR) 
Tri-Council Policy Statement: Ethical Conduct for Research Involving Humans (2010). CIHR 
describes consent as needing to be completely voluntary and autonomous; it specifies that no 
undue coercion or influence be exerted to get participants to consent (2010).  When I responded 
to participants who expressed interest in participating in my research project, I sent them a copy 
of the consent to read prior to the interview.  Participants had the opportunity to read it and ask 
any questions they may have had or to decline participating if they wanted to.  I do not believe 
that my research contradicted the Tri-Council Policy Statement regarding consent in any way 
(CIHR, 2010).  
I did know some of the participants I interviewed because of my role as a facilitator of 
ACO. I did not hold a position of authority over the PVN volunteers and was not the only person 
responsible for inviting them to participate in ACO. PVN volunteers continued to be invited to 
participate in ACO whether or not they accepted my invitation to participate in my research at 
the time this research was taking place.  Currently, Fraser Health no longer has patient volunteers 
participate in ACO. At the end of the interview, participants were asked a few debriefing 
questions to determine the impact the interview had on them.  Finally, I offered participants a 
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coffee gift card valued at $10.00 following the interview as a small thank you gift for 
participating. 
Data Collection 
 
I acquired my data for analysis through semi-structured interviews with six PVN 
volunteers who had previously participated in ACO.  Semi-structured interviews guide the 
researcher through a list of questions they want to cover but will allow participants to share 
freely and unconstrained (Polit & Beck, 2012).  This type of interview format allows for easy 
exchange of information between the interviewer and participant, but allows the researcher the 
flexibility to change the order of questions around to accommodate the natural progression of the 
conversation (Melnyk & Fineout-Overholt, 2011).  Interviews were planned to be 45-90 minutes 
in length to allow participants to fully answer the questions but not to become tired with the 
process.  My interviews ranged in time from 35 minutes to 2 hours 10 minutes, with most being 
about an hour in length.  Mutually agreed upon locations were determined by the researcher and 
the participant for the interview.  Five of my six interviews were conducted in the participants’ 
homes, and one was conducted in a coffee shop.  Appendix F details the interview and debriefing 
guide that was used for the interview of the first participant.  The transcripts from the first two 
interviews were reviewed with my supervisor to evaluate the research questions and the 
interview guide, and to make any necessary revisions.  One question was modified slightly for 
better understanding of what was being asked of the participants.  Directly following the 
interview questions were three debriefing questions to determine the impact of participation in 
the interview on participants.  During the first two interviews, I turned off the recording prior to 
the debriefing questions but found the participants continued to share information that was 
relevant to the topics being investigated.  After discussion with my supervisor, it was decided to 
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leave the recording on for the debriefing questions, to capture the dialogue.  General 
demographic information was collected following the completion of the interview. 
Security and Accuracy of Data 
Interviews were recorded and downloaded into a secure, data-encrypted, approved cloud 
account and were not emailed.  Data was shared only with my supervisory team and an 
experienced transcriptionist for transcription.  The transcriptionist signed a confidentiality 
agreement as part of the REB process.  Once the interviews were transcribed, they were verified 
for accuracy; the data is to be kept on a secure computer for 5 years, with a password only the 
researcher knows.  To maintain the anonymity of participants, each interview transcript was 
given a pseudonym, and the transcripts were “sanitized” of all distinguishing information; thus 
clean, dis-identified copies were used for analysis (Thorne, 2016, p. 150).  All printed documents 
were identified only by code number and kept in a locked filing cabinet as part of the REB 
process.  These printed documents will be shredded once the thesis is defended. 
Reflexivity and Audit Trail 
Thorne discusses ways of data “construction” throughout the research process and 
documentation of how decisions were made, questions asked and contemplated, and insights 
gained (2016, p. 152).  I kept an audit trail throughout the process to document my decisions and 
to allow another researcher to come to similar conclusions about the data as I did (Polit & Beck, 
2012, Thorne, 2016).  I completed field and reflective notes immediately after each interview 
was conducted.  Field notes allow for observations and reflections that are not captured in the 
interview transcript (Polit & Beck, 2012). Polit and Beck (2012) stress the importance of 
maintaining field notes even when the primary data source is interviews, to ensure all 
information is captured.  Reflexivity, as defined by Polit and Beck, is “the process of reflecting 
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critically on the self and of analyzing and making note of personal values that could affect data 
collection and interpretation” (2012, p. 179).  These same authors go on to describe the process 
as having two parts: first, that the researcher is by nature a part of the research and second, the 
importance of self-reflection to acknowledge values and beliefs about the study (Polit & Beck, 
2012).  Reflective notes were kept throughout the entire research process and were updated 
regularly to maintain reflexivity.  An example of reflection that I engaged in prior to the start of 
my interviews and throughout data analysis was about my belief that it was important to have the 
patient voice a part of ACO.  I was part of a team that developed the curriculum and educational 
strategies of ACO, including the Talking Walls activity and the utilization of the PVN volunteer 
participating in the activity.  I wanted to ensure that my bias toward having the PVN volunteers 
involved in ACO did not affect how I interpreted the data.  This was done through journaling as 
well as reflection while commuting to my work. 
Data Analysis 
As the researcher, I immersed myself in the data by listening to my recorded interviews 
multiple times and reading and re-reading the transcripts to get a big picture view of what the 
data was saying, asking questions and being skeptical of the obvious interpretations (Thorne et 
al., 2004; Thorne, 2016).  Interpretive Description has the researcher collect data and begin 
analysis at the same time, allowing the researcher to be immersed and begin to see patterns and 
themes in the data (Thorne et al., 2004).  Because my interviews were conducted in a short 
period of time, four weeks, I had limited opportunity to begin my analysis while subsequently 
completing data collection.  As I read my transcripts, I began the coding process by jotting notes 
or meaning units in the margins and began to assign the meaning units to codes by looking for 
similarities within them to begin condensing them into rough codes.  Rough coding is the 
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beginning of the analysis of the data, but at this early stage, the process is fluid and still evolving. 
(Thorne, 2016).  My meaning units were ultimately categorized into 15 codes, creating my 
codebook. Each code was a chunk of data that could be a sentence or two containing an idea or 
part of the participant's story.  Each chunk of data contained a number of codes.  The codebook 
was completed with my first three transcripts, in conjunction with my supervisor. I then coded 
the data from subsequent interviews independently and within a short period of time to ensure 
consistency.  Once all the transcripts were coded, the similar codes were moved into Word 
documents in order to analyze within and across codes.  Each of my interview transcripts was in 
a different colour font to make it easy to determine which participant interview I was working 
with. I printed off all of my data arranged in my Word documents and began to look at it within 
the codes. Two codes at this point were collapsed into one as they had significant overlap.  
Once I had my final thirteen codes, data was coded through an inductive process. I 
continued to look at my individual codes and began to categorize them into similar context.  For 
example, the codes of communication behaviours, partnership and system were all impacts of the 
patient volunteers’ experiences in the health care system as patients or family members of 
patients.  Throughout this process, I spent a lot of time thinking about how the codes were 
related to one another during my commute as well as time reading and physically handling and 
rearranging my data to make sense of it.  Codes were clustered into larger categories, which then, 
with increased levels of abstraction, became themes.  The beginning of the thematic diagram 
emerged through discussion with my thesis supervisor and two other thesis students and was 
refined by myself through more immersion and analysis of the data.  An inductive analysis was 
utilized by questioning, comparing and engaging with the data to find the hidden meanings 
within (Thorne, 2016). 
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Scientific Quality 
Thorne (2016) discusses four principles for enhancing the credibility of the Interpretive 
Description methodology and the resulting quality of the research.  The principles are 
epistemological integrity, representative credibility, analytic logic and interpretive authority. 
Epistemological integrity is concerned with a clear research question and the resulting logical 
analysis of the data (Thorne, 2016).  I had a clear research statement and have logically presented 
the data in the following chapters.  Representative credibility maintains that the results of the 
research study are consistent in the manner the sample was recruited (Thorne, 2016).  My sample 
was a purposive sample, specifically of PVN volunteers who had participated in ACO, which 
determined that the results are very specific to this context.  As noted earlier, I have maintained 
an audit trail, field notes and reflective notes of each interview.  This allowed for analytic logic 
and demonstrated that “an inductive reasoning process occurred” throughout the data analysis 
(Thorne, 2016, p. 234).  Finally, peer debriefing and triangulation with my supervisory team, 
who are familiar with the method of Interpretive Description, occurred throughout the process of 
the thesis to maintain quality and consistency in the interpretation of the data.  Another method 
of ensuring scientific quality I employed was to have an experienced transcriptionist, 
transcribing the interviews verbatim and checking the transcripts for accuracy; this is another 
way to ensure quality so the researcher can go back through the data as many times as needed to 
ensure the themes come through (Polit & Beck, 2012).  
Chapter Summary 
In conclusion, this chapter has described and broken down the process I utilized to 
complete my research study.  I addressed a number of important considerations including 
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recruitment of participants, security of the data, ethical considerations and maintaining scientific 
quality.  Supporting documents are included in the appendices to complement the processes 
described. 
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CHAPTER 4: RESULTS 
 In this chapter, the findings of the study, which explored the perspectives of PVN 
volunteers in regard to PCC and IPE, are presented.  Through the processes of data analysis, 
three themes emerged:  The Catalyst of the Illness Experience; The Transformative Role of the 
Patient Volunteer; and The Voices of Patient-Centred Care. Overarching and threading through 
these three themes was the Voice of the patient, which could be subdued and suppressed or loud 
and forthright. Figure 1, a Thematic Diagram, depicts the interrelationship between these three 
themes.  The arrows of Voice move through the diagram in the form of a figure eight, showing 
how the flow occurs and how the voice of the patient is continually changing depending on their 
experience at any given time.  
 
Figure 1: Schematic of Themes 
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All participants had had some sort of illness experience (Theme One), whether their own 
or that of a loved one.  The illness experience was deemed either positive or negative, dependent 
on the experience (or absence) of PCC.  Based on the participants’ patient experience, their 
responses to successive health care encounters were altered; this is their role as a patient. For 
each of the participants, the illness experience sparked a passion for change and became the 
catalyst they needed to take on the role of a Patient Volunteer (Theme Two), in the health care 
system.  Using their personal circumstances and knowledge accrued from their illness 
experience, they used their voice in advocating for changes to the health care system with the 
goal of promoting a patient-centred approach to care.  As the circling (toward PCC) above 
symbolizes, patients used their knowledge gained as a patient volunteer to further use their voice 
to advocate for their own personal health and positive encounters with the health care system.  
As a result of the illness experience and taking on the role of a change agent, participants had 
clear insight into the nature of patient-centred care (Theme Three).  Multiple factors impacted 
the care received, including who the care provider was, how they related to the patient, what they 
did, and where they provided care, that is, the context of the health care system.  The ACO 
experience was the entrée to this study, but for participants it was only the introduction to the 
main story they spoke about.  Thus, in an inductive fashion beginning with the participants’ 
voice, asking the participants about the ACO became the gateway through which much about 
patient-centred care was discovered.   
Theme One: The Catalyst Illness Experience 
The perceptions of the illness experience fed directly into the catalytic nature of that 
experience (Theme One), whereby the participants became motivated to speak up to bring about 
change (Theme Two).  Table 2 summarizes the participants’ illness experiences.  There was a 
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sense that participants who had a positive attitude about their care experiences overall had more 
positive health care encounters and the same applied to negative attitudes.  Occurrences in both 
the hospital setting and the community were shared, the numbers of each setting being similar 
[neither of which was more prevalent than the other.  The first sub-theme, the Nature of the 
Illness Experience, describes some of the participants’ health care history and how they first 
encountered the health care system. 
Nature of the Illness Experience 
Table 2: Summary of Participants’ Experience 
Participant Illness Experience Self or Family Recent or Past2 
P1 Sepsis, stroke, colorectal surgery Self, family Recent, past 
P2 Cardiac condition Family Recent 
P3 Chronic conditions, spouse’s death  Self, family Recent, past 
P4 Chronic condition, knee replacements, 
spouse’s cancer 
Self, family Recent, past 
P5 Surgery, spouse’s surgery, d/c planning Self, family Recent 
P6 MI, minor surgery Self, family Recent, past 
  
Health care experiences reported by participants included those that were recent as well 
as those further in the past.  A number of the participants discussed health care experiences that 
occurred in the remote past.  One participant’s experience occurred as a teenager and involved 
hospitalization in a specialized care centre to learn about their chronic disease. “I truly think that 
because I learned so much about my disease and the importance of the medication … if I hadn’t 
had that experience when I was 16 I probably wouldn’t have had a successful career in life” 
(Participant 4).  Another of the participants shared the story about their spouse’s diagnosis with 
cancer and subsequent death that occurred over 25 years ago. This person noted positive and 
negative care through this experience, and said that the story about their spouse was waiting to 
 
2  Recent – less than 5 years; Past – greater than 5 years 
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be told after many years and could still make them emotional, stating, “I was ready to tell my 
husband’s story” (Participant 3).  Health care experiences, even from many years ago, could still 
have a remarkable presence in the patients’ lives, as evidenced by the sharing of their stories 
during the interview.  How patients reacted and responded to these encounters in the moment 
continued to affect them years later, including how they perceived their health care. 
Two of the participants had been in the care of health care professionals over a long 
period.  Participant 4 was diagnosed with a chronic condition as a child and had been seeing 
specialists for much of their life.  While Participant 3 had a number of chronic conditions for 
many years and much experience with the health care system, they were an adult when they were 
diagnosed with these conditions.  While both participants described the relationships that 
developed with HCPs as a result of the ongoing care required, they emphasized that they are the 
ones in control. “I manage, yes I manage this. And I’m used to managing. It’s not an issue, I 
know what to do” (Participant 4). Finally, Participant 2, who was much younger than the other 
participants, did not draw on their own personal illness experience but that of a close family 
member who had multiple hospitalizations.   
Other participants discussed more recent encounters. Participant 5 had surgery for their 
prolapsed bowel in the past six months.  Participant 3 shared that they had a recent battery of 
tests to determine why their hemoglobin was chronically low and subsequently received a 
diagnosis “My rheumatologist had referred me to a gastroenterologist because my hemoglobin 
was so low for so long. So, that was the start of another journey” (Participant 3).  
Because patients could be vulnerable and stressed during encounters with the health care 
system, negative experiences could cause lasting effects that were harmful and could mute the 
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patient's voice.  One example occurred with a participant’s family member and the shaming that 
resulted from a HCP’s cruel comment overheard by the patient and others in the room.  
She has actually developed an anxiety through going back, when she goes to the clinic, to 
hospitals because she’s afraid, she was so embarrassed. She was wide awake, I was there 
and it was one of those rooms with four people in it so they probably heard it, family 
there. It was really bad. (Participant 2) 
This participant stated that their family member is reluctant to see HCPs when they should, as a 
result of the incident that resulted in a lack of trust.  
From the participants’ narratives, it appears that all health care encounters add up to a 
cumulative experience the patient brings with them to any new health care encounter; all 
healthcare encounters influence the way patients react and respond in the moment as well as the 
expectations they have of their HCPs. 
Outcome of the Illness Experience 
All of the participants stated that their experiences with the health care system, both good 
and bad, were what motivated them to get involved in some way to change the health care 
system.  The impetus of getting involved was to prevent negative experiences they had 
experienced from occurring to someone else, or a way of giving back to the system because of 
the positive care they had received.  
Participant 2 looked into making a complaint about their family member’s experience and 
subsequently, through searching, found and joined the PVN.  They explained, 
And that’s a way for people to get their voices in relating the experiences they’ve had and 
instill change. So, I guess that’s my reason why I got involved .… I’ve had lots of 
positive experiences but that one experience was my sort of push. (Participant 2) 
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Participant 3, as noted, was finally ready to speak about all aspects of their spouse’s illness and 
death and found the PVN as a vehicle to do this.  For Participant 6, their initial encounter with 
the health care system after their myocardial infarction was the catalyst that propelled them to 
get involved in some way.  As they described, “And after having the heart attack and getting 
home I decided that I would get involved. Get involved with heart related things.  And that then 
led to other things which led to the Patient Voices Network” (Participant 6).  They initially 
became involved in setting up Healthy Heart programs, and their involvement snowballed to 
include provincial committees, facilitating self-management courses, and finally, through PVN, 
involvement in Fraser Health.  
Participant 1 had had a negative experience in the past with the health care system but 
explained that they did not know who to talk to: “I didn’t have anybody who was really ready to 
listen to me when I was in the hospital” (Participant 1).  After a number of hospitalizations, they 
heard about PVN through a family member and joined.  They continued with their description of 
how they came to PVN: “I’ve had sepsis and they said, well, your chances of leaving are 50/50.  
So, I thought, I did leave and … I’ve got to give back now…. So, I joined Patient Voices” 
(Participant 1).  This participant joined PVN following their discharge from hospital and was 
very involved in sharing their experiences and voicing their ideas for change.  They stated that 
PVN is a vehicle to get the patient voice heard and hopefully prevent others from having a 
negative health care experience.  
Every one of the six participants voiced that they wanted to change the health care system 
for the better as motivation to continue with PVN and the other volunteer organizations they 
were affiliated with.  One participant acknowledged that the health care system is good but that 
there is always room for improvement, stating: “You get a tremendous feeling for the system. It 
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is a great system but how do we get it better?” (Participant 6).  This participant was optimistic 
that changes could be made to make health care more patient-centred.  
A few participants mentioned specific instances where care of loved ones was deficient. 
One participant’s family member was put into isolation instead of being treated for their mental 
illness, which was distressing for them to observe.  This experience galvanized their continued 
participation as a patient volunteer, as reflected in the comment of Participant 1: “I don’t want 
that to ever happen to anyone again.”  Another participant witnessed their parent discharged 
home too early from hospital, while they were unable to care for themselves.  As a result, the 
participant described how they began working toward better discharge planning: “I keep having 
hope that our system’s going to get better” (Participant 5).  Finally, Participant 3 believed that 
they can be a voice for change in health care through PVN, stating: “I guess in the back of my 
mind I always felt things could be better and Patient Voices Network gave me a chance to work 
at that, to be a voice for change in the medical community of BC” (Participant 3).  All 
participants’ illness experience was the spark that pushed them from being a patient to being a 
change agent for better care in the province.  
To summarize the first theme, The Catalyst of Illness Experience includes the various 
experiences the participants had, both in personal and/or with family, as well as the outcome of 
those experiences, namely, wanting to give back as a patient volunteer. Participants came to 
PVN through different avenues, but all were passionate about sharing their experiences and using 
their voice for a better health care system in BC. This leads into Theme 2: The Transformative 
Role of the Patient Volunteer. 
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Theme Two: The Transformative Role of the Patient Volunteer 
By speaking about the Talking Walls activity in ACO, participants provided insight into 
the transformative nature of both their patient role and their role as patient volunteers. Through 
these roles, the participants used their voice to improve their own or their families’ health, as 
well as to have an impact on the health care system as a whole. The following paragraphs will 
highlight the  ACO activity and the roles the participants have played as patient and volunteer. 
ACO Activity – IPE in Action 
All the participants had taken part in ACO at least once in the past 2 years (as per the 
eligibility criteria for the study).  Some had taken part only once and others numerous times. 
ACO was only one of many volunteer opportunities the participants took part in.  All the 
participants enjoyed participating in the ACO activity, and found value in the knowledge they 
acquired along with the orientees.  Participant 1 described it this way: “I love the orientation 
because I also had a chance to see seven or eight, maybe 10 different roles and I could hear from 
them.” Participants cited various reasons to choose ACO from the list of options presented by 
PVN. A number highlighted the importance of the patient being at ACO to edify new staff on the 
role of the patient and family and how the role contributes to PCC.  As one participant put it, 
“…there’s a role that the patient has and it’s critical to everybody’s role.  And maybe not 
everybody knows that role of the patient either” (Participant 4).  Another participant stated, 
“Who I am as a patient and what the role of a patient is.  And, the fact that a patient has to be the 
central part of anything that they’re doing” (Participant 1). For some, the decision to participate 
was directly linked with what was happening either with themselves or their family, and the 
certainty that the experience needed to be shared in a new employee orientation setting.  This 
was the situation for Participant 5, who said: “I guess mostly it was about mom at that time … I 
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thought that was really an important thing that I thought employees should all understand it.” 
Finally, Participant 3, following many recent exposures to the health care system, including a 
few negative ones, was looking forward to continued participation in ACO and promotion of the 
role of the patient. They stated, “Because that is what I’ve learned is the truth at Fraser Health. 
The patient always comes first. And it’s really hard not to say, “you know I think you must have 
missed a new hire orientation or something because boy you don’t walk the talk” (Participant 3).  
With this statement, the participant is expressing the importance of having the patient volunteers 
share about the role of the patient and elements of PCC with orientees in ACO. 
Patient volunteers participating in ACO found that there was value in presenting to an 
interprofessional group of health care staff, although that was not a consideration when they 
chose the opportunity through PVN.  All participants wanted to share their experiences with a 
wide audience, regardless of whether it was interprofessional or not.  Various reasons were 
mentioned about the benefits of an IPE setting, including Participant 4’s observation: “I think it 
ensures that they understand that we are people just like they are.” Knowing that all new staff to 
Fraser Health were getting the same message in ACO was important.  A number of participants 
also mentioned the practical aspect of having an interprofessional audience for sharing their 
experiences, which included, “they’re all involved in my health” (Participant 5) and because 
“ultimately they’re all going to work together anyways” (Participant 2).  Having the patient 
volunteer present information about the patient role rather than someone from Fraser Health was 
noted as being a more authentic voice of the patient experience than if one of the facilitators of 
the session presented the information. As Participant 2 put it: 
I feel like hearing from a personal example is more impactful than just reading a slide 
show on why you should not do it because it affects this and the literature states that. I 
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think when we provide the personal experience from a real person’s experience in real 
life. It’s just more impactful (Participant 2). 
Participant 6 went even further and wanted the orientees to see the health care system in its 
entirety, not just the role or area the HCP works in.  They encouraged questions by the health 
professions of one another.  
So, when I get my little two bits worth or stand at my station I’m really encouraging them 
to get involved and get involved across the board because as an individual, each one of us 
don’t have all the answers. So, it is a team and that’s what we’re working toward 
(Participant 6). 
This notion of learning from each other was the philosophy behind the segment of ACO on IPC 
and the reason for inclusion of the patient in the activity as an integral part of the team.  As 
Participant 4 reflected on having the patient involved, “it changes the conversation completely.” 
During the orientation activity, participants had an opportunity to use their voice and 
expertise as both a patient and patient volunteer to dispel myths orientees had.  The biggest 
misconception the participants had to address during the Talking Walls activity was that patients 
had to listen to and obey the HCP, as put by one: “…that the patient needs to listen to the 
healthcare staff. Like you know, they were the boss” (Participant 5).  Another example of 
challenging misconceptions was provided by Participant 4: “…patients are supposed to do 
whatever the doctor says.  And it sounds like the patient didn’t have a voice at all. I had trouble 
with that.”  Participants described how they were able to use their voice to share that the patient 
was an equal part of the team and that all parties had to listen to and respect the viewpoints of 
one another.  In a sense, when participants gave the patient a voice through participation in ACO, 
all patients in the health care system had a voice. 
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The Expanded Role of the Patient Volunteer 
Rich data was elicited from the participants about their role as Patient Volunteers.  As 
mentioned, the motivating reason for this study was to learn about their experience with the 
ACO. They spoke to this experience, but it quickly became obvious that this was just one aspect 
of their overall volunteer role.  All of the participants in the study were involved in multiple 
ways with PVN.  The breadth of volunteer options through PVN is vast and allows everyone to 
have a role. Many of the participants were involved in committees, both at the health authority 
and the provincial level, exemplified by this comment: “I’m just tallying them up – two, four, 
six, eight, ten, twelve committees that I currently belong to” (Participant 1).  Because of their 
interest in seniors, Participant 5 was asked to be a part of a committee looking at seniors’ care in 
the province.  Others have been part of focus groups with the Ministry of Health. Participant 3 
found involvement with PVN very rewarding, explaining “What I’m getting out of it is that 
people are listening and they want to listen” (Participant 3).  In the following paragraphs, the 
motivations to participate and the attributes of the PVs are presented in more detail.   
Motivation to volunteer. 
The goal of PVN is to ensure the voice of the patient is heard through partnering with 
health authorities; this mandate is what appealed to the participants and persuaded them to join. 
A number of the participants were volunteers in other organizations before they became involved 
with PVN.  Because of the work they did in these other volunteer organizations, many were 
recruited when PVN was initially formed in 2009.  All of the participants drew upon their illness 
experiences as reasons to selflessly give their time and energy to volunteer.  In addition to that 
very direct motivation, that others not have the experience they had, participants also spoke 
about more programmatic or systems change they held in sight as motivation.  
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For some participants, there were specific objectives they were passionate about that kept 
them motivated to volunteer with PVN. Participant 4’s goal was an electronic health record that 
could be accessed throughout the province.  They had experienced fractured care as HCPs in one 
health authority could not access their diagnostic tests in another.  As they explained the 
situation: “I think we have a lot of work to do in BC and I think that what we need is one patient, 
one file and everybody can access it.  And that’s my goal, truly” (Participant 4).  Participant 5 
was interested in looking at creative options for seniors’ care based on the struggles with their 
own aging parent as they sought out housing options when they could no longer manage at 
home.  This participant described their focus: “And then we can move into the senior route 
which is my other passion, with the seniors.  Not the system as a whole” (Participant 5).  To this 
end, this participant was currently involved in provincial committees looking at this issue.  Both 
of these participants’ illness experiences were the catalyst that propelled them toward their 
chosen topic of interest. 
Being a volunteer with PVN had some “perks” or benefits, such that participants 
perceived they got as much in return as they gave.  In the words of Participant 6, “There’s a lot 
of intangible things you get from volunteering” (Participant 6).  One of the greatest non–tangible 
rewards of volunteering with PVN and other organizations cited by participants involved 
meeting the patients, other volunteers and people working in government and health care. 
Everyone found the experience of volunteering rewarding and felt good about participating in 
their chosen area, as put by Participant 6: “you don’t do it for the impact, you do it because you 
really feel pretty darn good.”  A number of the participants had had the opportunity to attend 
conferences on patient and family-centred care in Canada and in the United States.  These 
experiences gave them more knowledge about the role of the patient and family in the health care 
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system, which increased their voice and ultimately their impact on health care in BC.  Participant 
2 reflected: “It’s just opened up a larger network and I feel like I’m motivating other people to 
join and I’m really young for being part of this.”  Participant 4 had the opportunity to attend a 
large North American-wide conference a number of times, and was instrumental in having 
patients involved in the health care system.  As they put it: 
The first year I went there as a spokesperson for PVN. The next year I went as a mentor 
for new patients to go to the Institute for Healthcare Improvement. And the third year I 
went there for presenting a poster which I had created. I enjoyed going there so much 
(Participant 4). 
Through the involvement of this PVN volunteer at the conference and the sharing of what they 
were doing in Fraser Health through PVN to engage patients through the implementation of 
patient advisory councils, other health care organizations throughout North America have now 
implemented patient advisory councils. 
Other participants mentioned changes to the health care system that had come about since 
patients became involved in volunteering, which motivated them further. Participant 2 
summarized the changes they had observed: 
I continue because I’ve seen the policy changes and I’ve seen action happen and then 
gotten a lot of follow up from the engagements I’ve been part of. At first I was kind of 
like, this is probably, just like a tokenism or it’s just a check in a checkbox to have a 
patient sitting at the table.  
Similarly, Participant 1 noted that others they have spoken to had noticed changes in the health 
care system, as well as themselves.  
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 So, that keeps me motivated. As long as there’s people that say this is a change from five 
to ten years ago when I was in the hospital… And I remember the medical staff. They 
would talk about patients, instead of as people, they would talk about them, the hip in the 
operating room right now. Or, the cardiac in ward four or whatever it was. And since then 
it’s changed so that we’re all talking about the patient as one of our partners in helping us 
get better.  
Participants, as evidenced by the two quotes above, are seeing the progression of the patient and 
patient volunteer move from a position on the periphery of involvement to a position of central 
importance where they can make a difference and have their voice be heard.  
The flexibility and variety of patient volunteer options kept participants motivated to 
continue with PVN.  Participant 3 explained that they could try various opportunities until they 
found their niche and what they were really passionate about: 
The nice thing about it…you don’t have to take part in everything...they send out a 
request for people to work on papers that they can hand out, like a handout for one of the 
hospitals. I did that once and it was torture because it was all done through webinars and 
it took forever and I didn’t get a lot of personal satisfaction out of it. I thought, I’m not 
doing this again but I needed to try it, I needed to see where’s the best fit for me. And 
then it was through Patient Voices that came out, mentoring at 201A (university).  
Options to participate were varied; this met the needs and personal preferences of the volunteers. 
For example, Participant 2 was planning to go back to school and would not have time to attend 
opportunities in person but nonetheless wanted to continue volunteering with PVN. They 
explained, 
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I like the fact that logistically you can do a lot of things remotely. In September I’m 
going back to school. It’ll be difficult for me to attend so when they have opportunities 
that come up that are interesting to me and there’s a webnet option or there’s a 
teleconference, that’s really good (Participant 2). 
By having options to continue participating, even at a distance, the patient voice could still be 
heard because it allowed more patient volunteers to be involved.  Not all preferred remote 
options to participate, though. Participant 5 preferred face to face interactions and stated they 
were doing less online work with PVN: “I like people. And you see that’s another thing. I’m 
doing less, I did less and less based on the fact they’re doing so much that’s online and video 
calls and call ins and I am totally against this.”  They understood that more can contribute in this 
format because geography and distance are not a factor to participate, but they struggled with the 
technology and had trouble participating through teleconference.  By offering multiple formats 
of participation, patient voices will continue to be spoken and heard. 
Attributes of the patient volunteer. 
Several attributes among those interviewed stood out and allowed for the voice of 
patients to be heard. The first attribute is that of being people-focused (or relational).  All 
participants enjoyed meeting and being with people and the face to face interactions that went 
along with it.  They chose opportunities where they could engage in what they loved.  Some of 
the volunteer activities they participated in were one-on-one and small group activities. 
Participant 3 was part of a mentorship program at one of the local universities, where they attend 
monthly and share their experiences of having a chronic disease with a small group of three to 
four health professions students.  Another participant was very involved in the Healthy Heart 
Programs following a myocardial infarction and as part of that, visited cardiac patients in the 
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hospital waiting for tests and procedures. “I thoroughly enjoy going in. I was in 10 o’clock 
yesterday morning at DD (hospital) with the cardiac patients and I will be there anytime I’m 
needed” (Participant 6).  By engaging with others individually and in small groups, patient 
volunteers could ensure their message was heard and understood by those they are conversing 
with. 
A second related characteristic noted in the group of participants was that they were 
solution-focused.  They fulfilled this mission through different means, but ultimately got their 
voice out.  They did not wait for an opportunity to share their story; they found the forum that fit 
their needs.  One of the participants read about patient volunteers participating in a neighbouring 
health authority’s new employee orientation and thought it would be an interesting experience to 
be involved with. They explain: “…because I knew the person involved, I just sent her an email. 
I don’t stick back on ceremony, I just said how do I do this?  I really want to do this” (Participant 
3). Participant 6 liked conversation and asking challenging questions.  They stated about 
themselves, “What I find is that I tend to be slightly controversial and I encourage dialogue…. I 
feel that I am an ice breaker. I feel that I am a facilitator”.  Participant 1 is very strategic in how 
they get others to hear the patient voice and to put themselves in the patient’s shoes, especially 
when HCPs do not know what their role was.  They elaborated: “So, one of the first things I do 
to overcome the challenges, I get them to say – what do you think a patient should be doing in 
this role?” This allowed the HCP to define the role, and the patient volunteer to expand on it for 
mutual collaboration and understanding.  
A third characteristic was related to comfort with public speaking.  A few participants 
stated they enjoyed speaking in public to large groups, which allowed a wider audience to hear 
the patient voice.  Participant 2 preferred to speak in front of a large group rather than in a one-
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on-one setting like the research interview, which they found uncomfortable.  They noted: “I like 
speaking in front of people.  I find it more awkward to sit like this … And I know story telling 
can be very beneficial if it’s done with impact” (Participant 2).  Another participant observed, 
“I’ve never backed away from public speaking, ever. But this is more than public speaking. This 
is the back and forth” (Participant 3).  This comment conveyed the passion the patient volunteers 
had in their message and the importance in speaking it.  Finally, one’s previous profession also 
assisted in making it easier for patients to voice their message, as Participant 4 noted: “Well, I’ve 
been around for long enough to have a lot of stories and it’s not hard for me to speak because I’m 
a teacher” (Participant 4). 
When some participants spoke, they extensively prepared their message or a set of points 
to speak to, while others preferred a more spontaneous, organic approach to what they were 
going to say.  One participant kept notes on all the activities they had attended, saying, “Any 
session that I’ve had I keep the notes.  So, this file … goes back to 2014. I analyze them and I 
say, ‘what went right, what went wrong?’” (Participant 1).  By doing so, they ensured the 
consistency of their message over time, as well as fine tuning how to communicate to the various 
parties in a way to make them understand.  Others did less preparation for activities they 
participated in. Participant 5 described this spontaneous approach as “winging it” so they could 
be authentic and respond to what was happening in the moment.  They continued, “I couldn’t 
have responded … if I already had my head put into gear to say what I was going to say about 
my own issues because it was a response that had the most value as far as I’m concerned.”  Both 
ends of the spectrum—careful preparation and spontaneous engagement—worked for the 
respective participants, with the rest of the participants falling somewhere in between.  These 
attributes of being relational, solution-focused, and comfortable with public speaking were vital 
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to how participants took up the role of the PVN volunteer.  Several further shared attributes were 
evident as to how they took on the role of being a patient.  
Role of the Patient 
 A number of attributes were revealed about the participants as patients through the 
sharing of their experiences.  They all believed that they were advocates for themselves and that 
the responsibility for maintenance of health rested with them; they did not put their health and 
well-being solely in the hands of the HCPs or the health care system.  A participant illustrating 
this philosophy stated, “I’m responsible for my health. Nobody else really is” (Participant 5). 
With such a philosophy, all of the participants were proactive about their health and took charge 
in a number of different ways to obtain what they needed to do to maintain health and wellness. 
The following paragraphs will feature the attributes of advocacy and self-management that 
participants highlighted. 
Advocacy. 
Participants spoke about being informed about their own conditions and asking for what 
they believed they needed and deserved for the best health.  Participant 4 recently had an 
experience with a surgeon they went to see about a procedure they needed.  They were told that 
there were too many risks associated with their chronic conditions and the procedure was unable 
to be completed.  This was frustrating as they had been managing for many years with their 
condition.  They believed the physician was looking at only a small part of the picture not seeing 
them as a whole person.  They explained, 
Well this person is such and such an age, this person doesn’t deserve to be treated 
because she’s got too many chronic conditions. Look at the person and address what you 
see, not what’s on the paper. I’m very good at keeping records of everything… So, do not 
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put me down and do not pat my head and send me away, and do not quote me statistics 
about what 70 year olds are going to have happen to them just because they’re 70. 
(Participant 4) 
Ultimately, this patient ended up going to another country and paying for the care they needed. 
Their frustration with this situation, as well as their self-advocacy, is encapsulated in their 
comment: “There was no excuse not to have cared for me here” (Participant 4). 
Advocacy was mentioned by numerous participants and was clearly expressed through 
their stories.  Many discussed themselves as an advocate for either themselves or their family 
members.  This is an identity of the patient role they align themselves with which gives them 
power to speak up and be heard.  Being an advocate for themselves included being prepared for 
health care encounters, being informed about their conditions and managing them effectively. 
Being prepared and informed for consultations and diagnostic tests was one approach of 
advocating for themselves.  For example, Participant 3, who had recently seen a number of 
specialists and had had a number of tests, discussed how they liked to have all the information 
about a procedure so they were prepared with questions and not surprised with something 
unexpected, stated, “Being a little proactive there, not reactive and I liked it.”  This same 
participant used an apt analogy to describe the way they are an advocate for themselves and in 
control of their own health: “I’m so used to being very independent and going out and doing 
these things and…I kind of drive my own bus” (Participant 3). 
Participants mentioned that how they approach their health care changed with multiple 
illness experiences and encounters; as they gained more experience with the health care system, 
they changed how they approach things.  Participant 5’s first major encounter with the health 
care system was their spouse’s illness and the long wait time for surgery.  Because of that 
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experience, they stated that they are much more proactive in getting information and will ask 
questions until they get an answer.  These encounters can also do the opposite, as discussed 
earlier with the family member of Participant 2, who becomes anxious when interacting with the 
health care system.  Clearly, the patient role is shaped by the health care incident, both positively 
and negatively; it results in the patient either finding or losing their voice.  
Knowledge about their chronic conditions and strategies used to manage day to day 
challenges were key factors in the participants' being able to advocate and ask for the care they 
believed they deserved.  Multiple encounters with the health care system changed the way their 
interactions occurred, by enabling them to be a champion for their own health.  By identifying 
themselves as an advocate, participants were able to feel the power of their voices. 
Self-management. 
Self-management was a concept that participants believed was important; all spoke about 
it for themselves and others in general.  It was often woven through their stories and experiences 
rather than voiced specifically.  Participant 4 spoke about strategies they learned about their 
chronic condition early on that they had incorporated into their daily routine including, “that you 
need to have your medications” and “I should not do stairs.” Self-management has allowed 
participants self-determination of their health and well-being and the knowledge of what is 
effective in their health care journey.  Participant 1 explained, 
health has gone up because self-management is coming in … And I really firmly believe 
it because I believe in holistic health, so if you believe in yourself you can cut down on 
the drugs that you’re eating…and you can start taking control over your own situation. 
(Participant 1) 
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Participant 6 was particularly passionate about the importance of self-management; they began 
volunteering to facilitate courses about the topic and empower others to take control.  Part of 
self-management is also knowing when to step back from responsibilities.  For example, 
Participant 3 had gone through some health challenges and had to pull back from many of their 
commitments with PVN to take care of themselves.  They noted, “That’s that whole self-care 
piece that’s so important.”  With this quote, the participant is making a link between self-
management of their condition and also caring for themselves.  By knowing what they needed 
for themselves, stepping away, and redirecting their energy, this participant overcame the 
challenges they faced to come back to their volunteer commitments renewed and reenergized.  
 Discussion about the patient role revolved around the responsibility participants had 
about being knowledgeable and responsible for their own health with self-management woven 
through their narratives.  Through their illness experiences, participants’ role as a patient had 
shifted into what it is currently and will continue to be refined through other encounters with the 
health care system.  
To summarize, Theme Two, The Transformative Role of the Patient Volunteer, 
highlighted how the IPE ACO activity Talking Walls introduced the two important roles the 
participants saw themselves a part of, that of the patient volunteer role and the patient role.  Both 
roles came about through their illness experiences and were refined through further encounters 
with the health care system.  The findings of these two roles were presented in detail and 
explored attributes of the participants in both: motivation and relational characteristics in the 
patient volunteer role, and advocacy and self-management in the patient role.  This theme leads 
into the final theme, as the role of the patient and patient volunteer impact how PCC is 
perceived. 
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Theme Three: The Voices of Patient-Centred Care 
 The Voices of Patient-Centred Care was the third theme that was revealed through the 
participants’ stories and experiences.  Participants spoke passionately and in-depth about it 
through positive and negative experiences.  A number of facets were uncovered that highlighted 
common sub-themes about what influenced PCC; these included who the provider was, how to 
build partnership; what was communicated; and where it was needed (the health care system as a 
whole).  These will be scrutinized in more detail in the following paragraphs.  
Who is the Provider? Shared Expertise  
Participants did not specifically talk about the knowledge and expertise of their health 
care providers; their comments tended to be more general, as an appreciation for the care 
received.  They did express that the care team includes those who have direct contact with the 
patient as well as those who do not provide direct care.  When all members of the care team 
involved with the patient are communicating, important information about the patient can be 
shared and all staff understand what the patient wants.  When the participants spoke about the 
care team, the HCP mentioned most often was the physician, followed closely by nursing staff. 
Also mentioned were physiotherapists, occupational therapists, social workers, unit clerks and 
health care aides.  Interestingly, four out of the six participants mentioned the housekeeping staff 
in some way as part of the team.  One participant stated, “even the cleaners who come into the 
room, they need to have a certain level of understanding of how to interact with patients” 
(Participant 2).  One of the individuals shared a story about their friend in hospital who talked 
more with the housekeeping staff than any other employee.  They stated, “When everybody you 
talk to is working towards your benefit, even the cleaning lady.  And communicating. Cause they 
all have something important to say and they might know things you don’t know” (Participant 4). 
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Knowing that the HCP team were sharing information about their care gave participants a sense 
of comfort and confidence.  
Specialized care. 
Certain practice settings and teams of HCPs cater to a specific patient population and 
have a level of expertise not found in a more general setting.  One participant received highly 
specialized care for their chronic illness in a particular setting a number of different times.  All 
staff in the setting were experts in their approach to caring for the whole patient, which included 
career counselling when they were younger.  This expertise allowed for holistic health care; the 
specific setting and the care changed the trajectory of this participant’s life.  They expressed that 
“The rehabilitation there was very arthritis specific and knee replacement specific” (Participant 
4). Participant 6 expressed appreciation for the entire health care team when a family member 
was treated for chest pain in the emergency department.  “They whistled you in, it was decided it 
was cardiac … so fast tracking to the cardiac and they had the tapes on you and the samples done 
… About 45 minutes until the doctor came back with the results.”  These examples highlighted 
that the expertise of a team of practitioners working together for the goal of exceptional patient 
care, which includes the patient at the centre, allowed the patient voice to be heard. 
As well as practice settings that have an interprofessional team of experts in a certain 
type of care, participants spoke about individual HCPs who have a certain expertise.  A number 
of the participants regularly saw specialists as a part of their care and expressed the importance 
of having a specialist they could trust and who was their partner in care. In the words of one 
participant:  
My rheumatologist is a star... Not only do you have them for most of your life or a good 
portion of your life cause you don’t get rid of them, it’s a chronic disease, but they 
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wrapped the care around you. I’ve been fortunate enough to have a rheumatologist that if 
I phone them and I’m in trouble then I get an appointment as soon as they can fit me in… 
because they know that I don’t complain about things unless I’m really in trouble. 
(Participant 4) 
Participant 3, in partnership with their specialist, opted out of having a test that was 
recommended because the test would require that they stop certain medications, which would in 
turn cause them to be very ill.  They stated, “So, at the end of the exam he said, ‘That’s a good 
idea you’re not having the other test’ because my sphincter at the lower end of my esophagus is 
gone” (Participant 3).  Because the participant was able to explore their concerns in detail with 
the specialist, the patient felt empowered to make the decision not to have the test.  Participants 
expected a certain expertise in their HCPs, and also wanted HCPs to have relational skills and 
care about them.  Participant 6 explained the importance of this: “When I found out that my 
specialist in 20U (city) didn’t know who I was, that changed my opinion.” This participant 
ultimately changed the specialist they saw, not based on their skills or knowledge but on the lack 
of caring they perceived in them.  A perceived lack of caring by their HCP can potentially affect 
the trust patients put into their HCP.  
 Trust in health care provider expertise. 
Participants displayed a degree of inherent trust in their HCPs' expertise, whether it was 
warranted or not.  They told of situations in which they trusted the expertise of the HCP to 
change or alter their treatment, without knowing at the time whether it would be a good 
treatment decision.  Participant 3 needed regular IV infusions for a period of time, and the staff 
decided to decrease the infusion time ordered by the physician to expedite the procedure.  The 
participant shared their experience: 
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On the first day, they said ‘you did really well today so we might just shorten it up a little 
bit next week’. And I said, ‘You guys are the ones who know this all the time’, so I just 
left it with them so they bumped it up. They took half an hour away the next time so the 
drip was just faster. (Participant 3) 
There were no adverse effects from the increased rate of the medication infusion and the 
participant was happy about the care overall and the decrease in infusion time.  This same 
participant had the opposite experience with a different HCP, where trusting the HCP's expertise 
had negative consequences for them.  They disclosed:  
I met my new rheumatologist in June who took away one of my meds … I’d read about 
her and thought this is who I’d like to go to. She had top marks on everything and very 
factual. They did all the remarks in my tests and nothing was swollen, everything was 
great. I’d started gold in January and Imuran, it was a fit. And it didn’t work for 
everybody but it really worked for me. And so, she came in and she said, ‘you know, I 
don’t really like using Imuran for arthritis, it can be hard on your liver’, So, she said, 
‘why don’t we try just taking you off?’. Shoulda/woulda/coulda. And so, by July I was 
calling an ambulance because I was in so much pain. (Participant 3) 
In this situation, the participant trusted the HCP’s expertise, but the treatment decision turned out 
not to be right for their particular case.  Participants thus had varying experiences trusting their 
HCPs' expertise.  Most of the time participants appreciated the expertise of their HCPs, but they 
also needed to speak up when they had questions or concerns about their care.  Blind trust in a 
HCP’s decision about their health care resulted, at times, in unintended consequences and the 
loss of the patient's voice in expressing their own expertise. 
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Contributing to health care provider expertise. 
 Participants understood that patients who have chronic diseases, or other conditions 
where their health is impacted, typically have a level of expertise about their condition.  They 
described how they used their voice to teach HCPs about their condition, drawing on the 
expertise they had gained from years of self-management.  As participant 3 illustrated about their 
primary care physician:  
I’m a very complex arthritis patient and it’s something new to her. She learned about gold 
treatments from me and giving gold injections. She learned about Embrel. I’ll bring up 
something and she’ll say, oh. And I can see the question mark in her face … And so, one 
day I said, ‘do you want me to bring you my injector pen so you can have a look?’ …I 
took in one of my pens and the information that comes with Embrel and she says, ‘I think 
you’re my go to patient for arthritis’. 
As exemplified by this scenario, the flow of expertise from participant to their HCP can 
positively affect other patients, as the HCP gained new knowledge about this particular condition 
and medication.  Being open to this participant’s voice and the learning it can impart, was an 
important characteristic the participant acknowledged and appreciated in their HCP.  
 Not one participant mentioned a specific skill or practice they admired in a specific HCP, 
but nonetheless noted the HCP as a unique individual.  Participants wanted practitioners who had 
a certain expertise but did not necessarily note the unique skills they possessed; rather, what was 
valued as expertise was a holistic quality that encompassed knowledge and professional 
experience with soft skills around interactions, communication and caring.  As patients, 
participants wanted to feel they were important, unique, and had a voice in their health care 
journey.  This sub-theme has focused on the expertise of the HCP. The next sub-theme looks 
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more closely at the qualities of a partner relationship, bringing into focus the voices of patients 
and families as partners. 
How to be as Partners? Building a Partnering Relationship 
Along with valuing the expertise of the HCPs, each participant felt strongly that they too 
had their own expertise and were a partner in their care and an equal member of the health care 
team.  A partnership with their HCPs was imperative to maintain health and function. According 
to the participants, partnership between patients and HCPs puts the patient at the centre, where 
the focus of the care and treatment is individualized to the patient and takes into account what 
the patient wants.  Partnership includes not only the patient, but the family and the resources they 
have to help support the patient.  Through partnership, with the empathy, compassion, and trust 
shown by the professionals involved, relationships are built and dialogue encouraged with 
patients and families. 
Participants emphasized that HCPs do not have to engage in complicated actions to build 
a partnership; rather, partnerships were built on caring attitudes and simple acts of kindness 
individualized to the patient that all HCPs engaged in.  As an example, one of the participants 
had an allergy to scents, including flowers, which could trigger an anaphylactic reaction.  They 
told of a hospitalization during which they were being placed in a hospital room with highly 
scented flowers. “And there was a lily and I looked at it and I say ‘oh dear.’ And she said, ‘oh 
you can’t have this’ and off it went.  The lily went away and out of the room” (Participant 4). 
Another participant shared their experience of partnership with a description of their nurse who 
was persistent and went above and beyond in getting the patient up mobilizing.  “And she 
praised me up and down… I then started walking around the ward and the reason I was doing it 
was that she had faith in me” (Participant 1).  Further to this, the participant stated, “And you 
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know, I said at that point I’m not going to give up either, even if I fall on my face here as I walk 
around the ward, she believes in me and I can’t let her down” (Participant 1).  This participant 
and nurse developed a strong partnership which resulted in the participant doing what was 
needed for recovery.  These narratives illustrated how simple actions contribute to partnership 
with the HCP. 
Participants stressed that it was important for health care staff to recognize that patients 
do not want to be in the hospital and that kindness and understanding can go a long way to 
building a partnership.  Participant 4 reflected on their hospitalization experience, saying, “I 
think the nursing staff need to realize that this is probably the worst time of your entire life … 
it’s not a happy time for you and we’re not very pleasant, it’s because we’re under tremendous 
stress”.  Participant 2 shared this impression of hospitalization, and the impact of a caring 
approach: “Just do something that makes them feel a little bit like they’re at home. Because the 
hospitals can be scary places.”  Similarly, Participant 1 stated, “So, little things I suppose to sum 
it up.  You can figure out a way to do it but it’s the smallest things in the world that really 
count.” The three following sub-themes will discuss building a partnership in more detail: the 
patient as partner, the family as partner, and other partners. 
Patient as partner. 
All participants expressed the importance of having a team of skilled practitioners but felt 
even more strongly that they were an equal partner with their health care team.  One participant 
used the example of an orange to describe the relationship the patient has with the care team and 
stated, “You’ve got an orange that you’ve cut into eight pieces, and seven are working together 
but this one piece is out here and this is the piece that everybody is working towards” 
(Participant 3).  Participant 5 was very happy when they described the 15-year partnership with 
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their primary care physician and stated, “I mean, we have such a good working relationship.” 
Being a full partner in the care is critical for Participant 1, as they come with the unique 
knowledge and lived experience of their illness.  They asserted that they were 
…not just the partner but a full partner because I have the expertise of my colon. And 
they have their expertise of what to do with the colon but if they’re just treating me as a 
person who’s getting an operation today, that’s not being a full partner. Being a partner is 
important, but recognizing each other’s roles is really important. (Participant 1) 
With this comment, Participant 1 is underlining the expertise they bring to the partnership and 
that this represents a role in its own right as a “full partner.”  For participants, partnership was 
more than just a good relationship with their HCPs, but rather having a voice in how their care 
unfolded. 
Information sharing and transparency were also lauded as important for an equal 
partnership between patient and HCP.  To illustrate, Participant 3 preferred to keep records of all 
the tests they have had to share with their children, and valued when copies were provided for 
them: “And she printed it for me so I’ve got it at home…I’ll say to her; I’d really like to show 
this to my daughter. She said ‘sure.’ So, there’s no secrets with her” (Participant 3).  By having 
access to their own information, participants had time to make informed decisions about their 
care, were able to ask questions and research treatment options.  This access to information 
supported the patient being a partner in their care and having a voice. 
The lack of partnership with HCPs was expressed by a number of participants, and could 
involve a lack of respect for the expertise the patient brought about their health. Individuals were 
then frustrated and experienced more stress during the healthcare encounter.  They felt their 
voice was silenced and that they had little input and control in the situation.  One participant 
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acknowledged that power imbalances still exist between the patient and health care staff and 
stated, “They [patients] have to be accepted and that still takes a little bit of doing cause there’s a 
bit of power.  The nurses, the doctors, and the pharmacists, they do have an advantage because 
they’re the experts in their field” (Participant 1).  In addition to this, they shared that they had 
encountered HCPs who believed and practiced as if the patient was supposed to do what they say 
and “that a patient’s role is more or less to be obedient and do as they’re told” (Participant 1). 
Participant 4 consulted a surgeon about possible surgery and felt like they were brushed off. 
They explained, “I think there’s a lot of patients, especially when you’re older, they’re not 
listened to. I don’t know if it’s an ageism thing, a female thing cause you’re women.  Or maybe 
people get taken more seriously if they’re male.”  In this case, Participant 4 believed they were 
not heard and had to go back to the surgeon a second time, bringing their spouse for support and 
as another voice.  Also, illustrating a lack of partnership, Participant 3 told of a poor experience 
when they injured themselves and needed to go to a walk-in clinic for care and stated,  
This woman doctor who really liked being god, walked in and said ‘well we’ll give you a 
shot and you’ll be fine.’ So, she came in and I said, ‘what’s in the syringe?’ and she said, 
‘it’s Demerol.’  I said, ‘I’m anaphylactic to Demerol.’  And she said, ‘well we don’t 
know that.’ And I said, ‘it’s in the file.’ I walked out. Hobbled out and I found another 
doctor. 
Participants stressed the expectation they had of an equal partnership with all HCPs they come 
into contact with, but as these experiences illustrate, not all HCPs share the same ideas about 
partnership.  
While the participants had an expectation that the health care team saw them as a partner 
in their care, they all strongly expressed that they had a responsibility to the partnership as well. 
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Being prepared with questions and knowledge about their condition, having an idea of what to 
ask their HCP for, and being prepared for tests were all expressed as critical to the 
provider:patient partnership. Participant 5 explained, 
I’m responsible for my health. Nobody else really is. And it’s a hard shift because we’re 
not used to it. We expect to go to a doctor and have him tell us everything where the truth 
is, he expects us to arrive with at least some knowledge and certainly a nice list of 
symptoms…depending on what we’re there for. 
Another participant concurred with this sentiment and discussed how they kept records of all 
their health care encounters and took them to all their appointments and tests.  “I go in with my 
book, my papers and there goes all those questions we had to ask, ‘so what are you here for?’  It 
takes away that getting-to-know-you phase right into ‘how can I help you?’” (Participant 3).  
This same participant was conscientious about the whole care team having knowledge about 
their health and ensuring that information was shared among all providers. “…any specialist I go 
to, I make sure they let my primary care provider know what’s going on so it’s always coming 
back to the person I see all the time. That way there’s no surprises” (Participant 3).  These 
examples demonstrate that partnership is a two-way-street and responsibilities for the partnership 
lie with both parties, HCPs and patients. 
 Family as partner. 
Participants emphasized the importance of the family being involved in all stages of the 
patient’s journey.  As Participant 6 explained, “It’s the family, and having them involved in the 
care, cause that strengthens the patient to know that the family understands where they’re at.” 
This participant continued, “I think if the family understands then there would be less of this 
bleeding-heart stuff to the press.  I think if the family understands what’s going on, then I think 
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there’s a hang of a lot less resentment” (Participant 6).  Even though family was primarily a 
support for the patient, participants acknowledged that families themselves are also under a lot of 
stress and require kindness and understanding.  The same characteristics of caring, empathy and 
trust that build partnerships with patients also build partnerships with families.  
Family, as part of the health care team, have knowledge about the patient and what their 
wishes and care needs are when the patient is not able to let their voice be heard.  This 
participant relayed an experience about the effectiveness of a common medication for nausea and 
how their family advocated for this medication when the patient needed it: 
As a patient, you have to trust the professionals around you, but as a mother I have to 
trust my daughters, and that means I have to keep my mouth shut and sometimes it’s hard 
because you want to say something but if they’re already doing something, I’ve had to 
learn to step back. And I know everything they’re saying is what I would say but when 
you’ve got an IV going and you’re in so much pain, am I the best person to be answering 
these questions? No. (Participant 3) 
This example illustrates that another trusted person, apart from the patient, could advocate for 
best care, especially when the patient is quite ill.  The daughters’ presence and advocacy gave the 
patient permission to take a step back, rest and recover while someone else voiced what the 
patient would say. Participant 3 continued, “And I trust these girls with my life but I’m still 
trying to drive the bus.  Now I’ve got some co-drivers working in there…You can sort of do that 
step back” (Participant 3). 
The importance of family involvement in the patient's journey was nicely illustrated by 
Participant 2’s experience during a care conference that occurred when their family member was 
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close to discharge from the hospital.  The care conference occurred with the care team, patient 
and themselves at the bedside. They shared,  
It was the first time I was invited to participate in the planning meeting for her care. The 
last four years the decisions have been made and she’s been discharged. But this is the 
first time where I found that they really wanted to understand who the family was and the 
supports she had, what resources financially she had too. (Participant 2) 
Another participant believed that family should not only be involved in the discharge planning 
process, but that there should be formal training of family members who are planning to be 
caregivers.  They shared their experience about the lack of care for their loved one from other 
family members due to lack of knowledge about caring for a person with dementia and the 
potential abuse the person endured.  “And I just think they need to train family as the caregivers 
if family is the caregivers.  Or who have intentions to down the road” (Participant 5).  All 
participants in the study had been family members of a loved one and strongly encouraged the 
involvement and inclusion of them as equal members of the team. 
 Other partners. 
Participants also reflected on partnerships that included clinics and physician offices.  In 
particular, the Medical Office Assistant (MOA) was described by four of the six as having a 
large role to play in the access of the patient to the physician.  When participants perceived they 
were in partnership with the MOA, it could involve how they were known to the office, getting 
an earlier appointment, and expedited information or messages being relayed to the physician. 
For example, one participant was concerned about a test that was ordered for them and wanted to 
speak with the physician who had ordered it.  The participant was able to speak to the MOA 
about their concern: “And she said, Well, you know what?  There’s a cancellation for next 
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Friday. We could get the one test done then and you can talk to him” (Participant 3).  Participant 
4 also spoke of their longstanding relationship with the staff in their specialist's office. “…I 
phone them and I’m in trouble then I get an appointment as soon as they can fit me in…because 
they know that I don’t complain about things unless I’m really in trouble” (Participant 4).  By 
having a partnership with all of the staff who work with patients, not just direct providers, 
participants knew they could get care if needed and felt empowered to have a voice to be 
proactive about their health.  
Another example of partnership occurred with Participant 3 and how their family was 
easily able to take time off work to accompany them to various tests and appointments. “…my 
older daughter was with me this time.  They are so good because they get to take time off. They 
don’t even question it at their work” (Participant 3).  They went on to share that they met the 
employer of one of their children who asked after them and how they were doing following the 
procedures they had undergone.  “He knows if his workers aren’t concerned about family care 
he’s going to get a better commitment from staff” (Participant 3).  This particular partnership 
existed outside of the health care system but is a wonderful example of how employers can 
subscribe to the philosophy of partnership in the overall philosophy of PCC. 
This sub-theme dealt with the importance participants hold about the idea of partnership 
and being equals with their HCPs in their overall care.  Participants viewed partnerships as 
carrying expectations of the HCPs and themselves as equal members.  They also expressed that 
partnership extends to family and others involved in their care.  Partnership occurs through 
communication between patients, families and HCPs, which is encompassed in the next sub-
theme.   
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What to do? Communication that Operationalizes PCC 
 Along with sharing the value of expertise and developing partnerships, participants 
emphasized communication strategies that could operationalize patient-centred care. In the sub-
theme “What to do” are the specific behaviours and communication that participants shared 
which suppressed or encouraged the patient voice.  All of the participants listed numerous 
behaviours, both positive and negative, that they experienced personally or witnessed concerning 
a family member. Most of the behaviours the participants deemed positive were simple, quick 
and easy to incorporate into an already busy day. Other behaviours required a bit more effort, but 
all could make the patient experience better.  More specifically, verbal and non-verbal forms of 
communication emerged as important contributors to the patient experience and will be 
discussed in detail. Verbal and non-verbal forms of communication could be significant in 
encouraging the patient voice or suppressing it. 
 Verbal communication. 
Verbal communication, such as HCPs' introducing themselves, wearing a nametag, 
inquiring about well-being, and using the whiteboard, came up frequently amongst participants. 
Introductions were a way of connecting with the participant prior to care and assisted in 
beginning the therapeutic relationship needed for partnership and ultimately PCC.  As Participant 
2 shared: “Saying, hi my name is blah, and my role is.. is important too … introducing yourself 
properly to the patient.  Ask, how you’re doing, how are you feeling or something similar like 
that.” Wearing a name tag helped patients know and remember who was taking care of them in 
the busy, complicated health care system.  Participant 1 explained why wearing a name tag is 
important: “When I had my stroke, I couldn’t tell who was a student nurse, and who wasn’t 
because they didn’t have to wear them.”  These examples illustrated that knowing who was 
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looking after them promoted a sense of being a part of the team, as well as the practical aspect of 
who to go to for questions or concerns. 
 Whiteboards in the patients’ rooms were used in Fraser Health, and have predetermined 
spaces to be filled out by health care staff.  The whiteboard is to be completed through a 
conversation with the patient and includes the date, name of the nurse, preferred name of patient, 
goals for the day and estimated date of discharge.  Space is also available for the patient and 
family to write down questions and communicate with health care staff.  The importance of the 
whiteboards in communication was mentioned in some way by 3 of the 6 participants.  As this 
participant stated,  
If your nurse is Moira, then it doesn’t hurt to have her name up on the board. It’s 
important to know who’s looking after you for the day. And it’s very important for the 
family. They come in and they just got a quick question, and so then they can find the 
right person. (Participant 6) 
Despite their utility in facilitating communication, use of the whiteboards was inconsistent and 
participants became frustrated when the whiteboards were not filled out.  Participant 5 explained, 
 And you know how they have the board that they’re supposed to put their names on? 
Well that was an ongoing battle with me saying ‘will you please put your name on?  Will 
you please put your name on?’ And then I gave up after a while because nobody puts 
their name on those anymore. 
As evident in this excerpt, when the whiteboards were not being filled out, a conversation with 
the patient might not occur, and the whiteboard’s purpose as a communication tool is lost. 
 Communication about the day-to-day operations of the health care system, including 
discharge planning and what to expect in certain situations, challenged and stressed many of the 
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participants.  Participant 4 experienced this when their spouse was rushed into emergency 
surgery.  They were shown the room their spouse was assigned to, where they unpacked their 
belongings and then left for the night.  They received the call that the surgery went well and went 
to visit the next day.  They shared what occurred when they went to visit the next day: 
 So, it was 11 when I got there and I went into the room. There was nobody in the bed, 
there was no name on the door and all his stuff was missing. My heart went into my 
mouth, I thought what’s happened to him? He should have been back long ago. I hardly 
managed to get over to the nursing station to ask where he was and they said, “oh he 
hasn’t come down yet, we gave his bed to someone else. He’s still in recovery.”  And I 
thought, you don’t know how much of a heart attack you guys gave me. (Participant 4)  
In this situation, an explanation of what could potentially happen and asking family to check in 
at the nursing station would have prevented the participant from being unduly anxious when they 
could not find their spouse where they expected them to be.  
 Another situation where participants described basic, anticipatory communication as vital 
involved preparation for tests and procedures; clear communication could prevent unnecessary 
surprises, stress and anxiety.  Participant 3 was prepped and ready to undertake their test when 
they received a surprise from one of the HCPs: “She said, ‘We’ll just get the doctor to come in 
and talk to you about some medication you have to have.’  And I’m thinking, medication I have 
to have. I thought I was already prepped and ready to go.”  In this case, communication about 
medications needed during the test should have been provided to prevent the stress this 
participant experienced. 
The findings also show that ongoing communication about day to day processes in the 
hospital can naturally (and ideally) address the discharge process throughout the patient's stay. 
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Conversely, lack of communication leads to poor outcomes, confusion about what needs to occur 
and potential readmission to hospital.  Participant 5 experienced this with their parent when they 
were admitted after a fall at home; they received no information about their diagnosis or care 
needs.  They voiced their frustration: 
There just wasn’t any good communication on the go. They told my son and his wife that 
she would be able to take care of herself. You’ve got a broken wrist in a sling. How are 
you going to take care of yourself?  Your right hand to even move it. You can’t pull your 
pants up, you can’t do anything, by this time she was wearing diapers. It just was such a 
bad judgement call.  
Lack of communication to discuss this patient’s needs resulted in disjointed information and 
discharge home without proper supports or information for family.  This participant’s family 
member subsequently fell again at home and was eventually placed in a higher level of care 
facility. 
Participant 2 had a very positive experience with their family member and the meeting 
that occurred about their discharge from hospital.  The patient and the participant were involved 
as well as pertinent members of the health care team.  The communication encompassed all the 
needs the patient and family had: medical issues, equipment needs and financial concerns.  The 
participant appreciated that the atmosphere was unrushed, relaxed, and casual, enabling 
communication and encouraging the patient and family to ask questions and share concerns. 
“They made sure they asked numerous times have you any other questions? Are you confused 
about anything?  It was very casual too, very relaxed.  There was no white coat syndrome 
feeling, that was a very good experience” (Participant 2).  With the team being proactive, the 
patient, their family, and the health care team had a dialogue about discharge needs which 
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resulted in a positive experience and being well supported in the community.  With these 
examples, the importance of clear verbal communication is seen as contributing to PCC.  
Non-verbal communication. 
 A number of the participants mentioned the importance of non-verbal communication 
cues they observed when interacting with HCP, specifically eye-contact, smiling and demeanour. 
What was being said was sometimes incongruent with the non-verbal message participants 
received; it could communicate interest and care, or disinterest. or worse.  All three features will 
be discussed in the next few paragraphs.  
Making eye contact and smiling when HCPs were speaking with participants made them 
feel they were being listened to and that what they said was being heard by the other.  Participant 
3 mentioned eye-contact or lack of it numerous times when discussing interactions with various 
HCPs. Interactions that included eye-contact were deemed positive.  When sharing an experience 
about having an invasive test, they stated, “She makes eye contact. I was the patient.  My 
daughter was there but I was the patient.  And she just totally focused on what I needed and what 
was going to be good for me and did I understand?” (Participant 3).  Eye-contact at an equal 
level decreased the perception of power differences between patients and staff.  This participant 
emphasized the importance of recognizing this: “Eye-level contact. Instead of looking down on 
the patient, look across at the patient … somehow if you’re more at the level, and eye contact 
definitely” (Participant 6).  These two examples highlighted the importance of eye contact 
participants felt as integral for effective communication and partnership. 
Participants also believed smiling showed compassion, empathy, and interest in knowing 
them, and they felt engaged as a partner in their care.  When staff smiled during interactions, 
participants were less stressed and more positive about the experience.  Participant 1 reported 
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this when they shared about their hospitalization: “I sensed that she was smiling and she had 
gone beyond what she had to do to convince me to cooperate,” and “…she instilled in me, 
however she did it, just through a smile.” Participant 3 stated that they felt recognized “When 
someone’s walking past a gurney, they just take a minute to smile.”  Reassurance through a smile 
builds relationships and partnerships, encouraging dialogue with one another. 
 Other subtler non-verbal communication noted by participants was conveyed through 
tone of voice, body language and attitude, rather than through words spoken. Participant 2 
explains, 
 The language is really important, the tone of voice, the friendliness of it, just being 
welcoming and just joking a little bit, just being a little less, not being so professional. 
It’s just kind of where you get down a little bit you know? 
This participant stated that interactions were easier and better received by their family member 
when it was less formal and more conversational.  Participants acknowledged that everyone has a 
bad day and sometimes frustrations and stress from personal lives come out in the workplace. 
However, they also cautioned that these stresses should not impact how patients are cared for. 
“Cause it’s impossible to sit here and say leave your problems at home, you know?   Because 
sometimes it’s just so much going on, some people’s mind, you can’t compartmentalize 
everything so you know it does affect you at work…” (Participant 2).  Participants picked up on 
the tension and felt as if it was related to them, and that the HCP was frustrated in having to care 
for them. 
 In summary, communication occurs extensively through unspoken means.  The tone and 
demeanor of the HCP in an interaction could either help or hinder the patient voice, as noted in 
the examples of non-verbal communication.  This sub-theme of “What to do? Communication 
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that Operationalizes PCC” discusses the verbal and non-verbal communication practices that 
could encourage or hinder the participants’ voices.  Participants wanted very basic behaviours, 
including introductions by staff, use of whiteboards, information about relevant processes, eye 
contact, smiling and a demeanor of caring.  All of these behaviours allowed for communication 
and ultimately the expression of participants’ voices.  
Where does PCC occur?  System Influences 
 Participants understood the health care system as complicated and perplexing, and at 
times having gross inefficiencies.  The system itself could be a barrier to hearing the patient 
voice. The philosophy of PCC and by extension, hearing the voice of the patient, is becoming 
more prominent in health care, but is it truly operationalized in a way that makes a difference in 
the way patients are cared for?  Findings from participant interviews provide insight into system 
influences on the operationalization of PCC. Participant 2 observed,  
There seems to be more management level interest in making sure the patient voices are 
heard and the whole healthcare team understands that process. It’s almost like patient-
centred care is something that outside people are working on trying to fix but then the 
nurses and the doctors show up and they’re like, oh what’s this? Now it seems like 
everything’s coming together and mixing well. 
 In this sub-theme, the health care system as a whole will be discussed, including how it can 
contribute to or negatively affect PCC.  Access to information, timely and appropriate care, as 
well as the complexity and busyness of the system, were identified by participants as challenges 
that impacted the patient voice. 
  
 
FOSTERING PCC THROUGH IPE 
 
103 
Access to information. 
  Participants were unanimous in the view that PCC is about giving the patient easy access 
to their own information, as it allows the patient to take more control of their health and well-
being.  A number of the participants shared how they appreciated when HCPs share information 
about test results and treatments in a timely fashion.  Participant 6 was discussing a cancerous 
growth their spouse had had removed recently and how they had to go back and have it redone as 
it was not totally removed.  They stated, “I phoned back and the doctor’s receptionist really did a 
great job of filling us in and it saves us having the problem of festering. And that’s one of the 
key things, is how to prevent people from festering.” Another participant shared about how they 
valued the effort the nurse made to give them their lab results while in hospital, even though they 
felt strongly that it was their information and they had a right to know it. They told of the 
experience:  
 Well, she didn’t really know if she was allowed to but it was on a computer outside the 
door. And I said do you think I could see what’s happening with my liver enzymes since 
they’re checking it every day… And she was reticent to do that but she actually did. Well 
it’s my information. I said you know it is my information so I should be allowed to see it. 
And she was kind of hesitant because nobody asks for that kind of stuff except me. 
(Participant 4) 
This example raises the question of who provides patients' information, and how they get their 
own information while in hospital; currently, patients and families have to go through Health 
Records and sign a release to access the chart – a process which seems opposite of patient-
centred. Innovative technologies are being created to give the patient access to their information. 
Participant 5 shared that they access their lab work in the community through My E-Health, an 
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electronic health record that patients can access to get their lab results. “I get all my results 
myself on line from the lab… I have my results within hours usually of having them done” 
(Participant 5).  Provision of the service gave this participant ownership of their information, and 
autonomy which is then exercised when they call the HCP's office to make an appointment if 
they need it based on what the results were.  Conversely, participants expressed being upset 
when they are not able to get the information they believe is theirs to have. “But you know, 
they’re so frustrated by the time they get a diagnosis sometimes, when they’re really sick, and it 
goes on months. It shouldn’t have to” (Participant 5). 
A related significant challenge of the provincial health system is that the health 
authorities in the province use different platforms for their electronic medical records (EMR), 
which do not efficiently link to one another.  This is challenging, as a patient’s care can occur in 
a number of health authorities, particularly if they require specialized care. Participant 4 
experienced this when they had a number of diagnostic tests in one health authority but lived in 
another.  This person chose to drive to a hospital in the neighbouring health authority for care, 
rather than go to their neighbourhood hospital and wait for their test results to be obtained. They 
described this fragmentation: 
So, we went down to BB (hospital) and this emergency lady said, “what on earth are you 
doing here?” And I said “exactly. You’ve got my MRI and you’ve got my CT scan and 
my specialist is down here and nobody in 22 (health authority) can access it so I had to 
come here.” (Participant 4) 
As this participant has expressed, if HCPs are challenged in gaining access to patients’ 
information, then it can that much more difficult for patients to access their own information.  
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These experiences highlighted a number of the difficulties patients may encounter when 
attempting to get access to what they rightfully believe is theirs to possess.  Participants agree 
that much work needs to be done to ensure access.  My E-Health is a progressive way that has 
allowed one of the participants to be autonomous and acquire some of their information, but is 
certainly not enough.  
Timely appropriate care. 
 Getting the care needed in a timely manner without excessive waits was mentioned 
during numerous interviews.  Participant 4 reinforced this idea with their comment, “Patient-
centred care would be care that actually revolves around the patient, that addresses their goals 
and their needs and in a timely manner.  Well I got to say the timely manner, that’s really 
important.” Waiting to see a specialist, being passed on to multiple physicians for the same 
concern, and wait times for surgery were all named by participants as delaying timely care. 
Participant 5 experienced this when they were referred to a surgeon who subsequently retired, 
and they had to start the referral process from the beginning; they stated, “And that was another 
five years waiting before finally he phoned when I was already in the hospital to say I had an 
appointment.”  Another participant’s spouse had complications with a surgery and had to wait a 
significant amount of time and see multiple physicians for the faulty surgery to be repaired. They 
explained, 
And we had to wait 18 months to get it looked after... It seems to me if you run into those 
kinds of problems you should be able to be looked after before 18 months but he was 
passed around after four different surgeons. Nobody wanted to deal with it. (Participant 
4) 
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When patients cannot get timely care, they may resort to obtaining their health care in another 
country, as Participant 4 had to do.  This person did attempt to use their voice to make a 
complaint, but was given the runaround and was never able to make a satisfactory complaint. 
Complaints can be a powerful way for the patient to use their voice, and a number of participants 
had attempted to do just that to ensure a better system for others. 
Health care is expensive, and health authorities are being asked to do more with less.  
This in turn impacts patients, as funding and programs are downsized or eliminated altogether. 
Two participants have received specialized care for their chronic conditions which has impacted 
their lives very favourably; however, both of these programs have subsequently been either 
decreased significantly or cut entirely. “I’m a little bit sad because I know that the arthritis 
program down at II (rehab centre) is being reduced and reduced and reduced to almost nothing” 
(Participant 4).  Another example mentioned by a participant was the Cardiac Rehabilitation 
programs: “There were three hospitals out of the 12 hospitals that have cardiac enhancement 
programs or healthy heart programs.  Unfortunately, nine hospitals don’t. So, to cure this 
inequity what you do is you cancel the three who have programs” (Participant 6).  This is an 
example of administrators in the system thinking of their budget rather than what is best for the 
patient. If the program is still running, it may have been offloaded to the community.  The same 
participant observed, “That has ceased being a function of the hospitals. 4E (city) I think is 
basically being thrown into the community also” (Participant 6).  These participants shared that 
the education they received at the programs equipped them with the information they needed to 
take control of their conditions and advocate for themselves, by giving them knowledge and the 
language they needed to voice concerns.  And both participants voiced concern about a decrease 
in these services which they had found so helpful.  Timely and appropriate care were lauded by 
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participants as important for PCC, and included seeing specialists and having tests or procedures 
in as short a time as possible.  Appropriate care was specialized to certain patient populations 
where participants found their voice.  
Complexity and busyness. 
 In the perspective of my participants, PCC could be impeded by the nature of the health 
care system – the busyness, high turnover, and heavy patient loads.  Numerous participants made 
comments about how busy hospital staff were, as well as the chaos of the hospital setting itself. 
Participant 5 commented that they “gained a lot of respect for the health caregivers” while in 
hospital, but that they had poor experiences with the system, distinguishing between the two. 
They continued, “…with the system, I’ve had negative.  With the system itself. So, 
differentiating the two of them” (Participant 5).  Many commented that they did not want to 
bother the staff with their questions or concerns because of the amount of work the staff had, 
believing they were going to burden the staff and add to their workload.  One participant said 
they gave up asking questions as it was a useless exercise.  They indicated, “They’re too busy 
and they have too much paperwork. It is unbelievable” (Participant 5).  Stress in the workplace, 
through heavy workloads and high volumes of patients moving through the system, can cause 
HCPs to not be at their best. Impatience and irritation could emerge in conversations with 
patients and families and, as noted earlier, through non-verbal cues.  Participant 2 illustrated this 
through this quote:  
I’ve seen interactions with doctors and nurses and other allied health professionals, I 
know it’s tough because they’re short staffed and there’s time issues and there’s so much 
work load on the floors. But at the same time, your persona that you’re giving off is 
showing frustration and anger towards the patient. 
FOSTERING PCC THROUGH IPE 
 
108 
This participant cautioned that even though it is the system the HCP works in that causes 
annoyance and strain, it can appear to the patient as being directed to them, further reinforcing 
the idea that staff do not have time to fully address questions or concerns they may have.  
Patients and families need patience as well about the challenges in the system, through the 
sharing of information, so the patients understand what is going on and are not stressed or angry. 
Participant 6 summed it up with this: “Can you really make a hospital visit pleasant?  I think you 
can when people realize what actually is going on in the hospital. If they understand what’s 
going on, then it’s amazing how adaptable they become” (Participant 6). 
Because the health care system can be baffling for patients, they may miss opportunities 
that employees may have inside knowledge of.  The view expressed by one of the participants 
was that all those working in the health care system have a knowledge and access that users do 
not have.  This was illustrated clearly when the participant shared a story about waiting for a test. 
As they were waiting, an employee also waiting for a test came up to the desk and said to call 
them if an opening came up, so they would not have to wait 2 months for their appointment. 
They disclosed, “So, that person leapfrogs because she knows the system, she knows there’ll be 
an empty spot sometime, and she’s right there” (Participant 4).  This queue-jumping was 
frustrating for this participant to witness, knowing that they would not be able to get to a 
cancellation in the time that that employee would. 
 With this final sub-theme about system influences of PCC, participants discussed a 
number of issues that impacted PCC.  The struggle to operate in the current system by having to 
wait for care, not having their information accessible and feeling like they are just a number in 
the cogs of the system was frustrating for participants.  They recognized the health care system 
of today is disjointed and incredibly complex, making navigation by patients challenging at best.  
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Chapter Summary 
This chapter summarized the three themes that emerged from the thematic analysis: The 
Catalyst of the Illness Experience, The Transformative Role of the Patient Volunteer, and The 
Voices of Patient-Centred Care. All three themes are strongly linked and are interdependent on 
one another.  Theme One, The Catalyst of the Illness Experience, described the participants’ 
encounters with the health care system, either their own or a family member's, and ultimately 
what the outcome of those experiences were.  Theme Two, The Transformative Role of the 
Patient Volunteer, discussed the ACO activity “Talking Walls” as well as the two roles 
expressed by participants, patient and patient volunteer, and the attributes of both.  Finally, 
Theme Three, The Voices of Patient-Centred Care, encompassed a large amount of data from the 
participants, with sub-themes that highlight the complexity of PCC.  Taken together, the themes 
illuminate the importance of the patient voice being heard, as it threads itself throughout the 
narratives of the participants.  The following chapter will examine what the current literature 
says about patient-centred care and interprofessional education, in relation to what was revealed 
by the participants in this study. 
 
 
 
 
 
 
 
 
FOSTERING PCC THROUGH IPE 
 
110 
CHAPTER 5: DISCUSSION 
The findings described in Chapter Four create a picture of participants who are highly 
motivated individuals, not only through their volunteer activities but also how they manage their 
chronic conditions.  They described numerous illness experiences that have shaped their dual 
roles as patients and patient volunteers.  In this chapter I will discuss the findings of my research 
coupled with what the literature reveals about the topics.  The purpose of this study was to 
explore patient volunteers’ perspectives of PCC in an IPE setting. I went in with a relatively 
narrow focus on the ACO, but participants had much more to share; and this contextual 
information about PCC was crucial to understanding their motivation to participate in ACO, as 
well as understanding their role in ACO.  
 Organization of the chapter will follow the four themes in the findings, as well as 
addressing the four objectives of this study.  I begin with Objective Two, which was to inquire 
what motivates PVN volunteers to participate in ACO; this objective is discussed in the section 
titled Motivation.  Objective Three examined the role of the PVN volunteers in IPE, particularly 
ACO, and this is presented in the section titled Interprofessional Education. Objective One 
explored the PVN views on PCC, and this is discussed in the third section, on PCC.  The final 
objective about PVN volunteers’ recommendations will be taken up in Chapter 6. 
Motivation to Volunteer 
Participants contributing to the ACO stated that they wanted to improve the health care 
system, either through fanning the positive health care experiences they have had or preventing 
negative encounters.  This finding is supported by another study at a large Canadian Health 
Sciences Centre that utilized volunteers to tell their story in an “orientation-type curriculum in a 
hospital” to interprofessional groups of staff (Roebotham, Hawthornthwaite, Lee, & Lingard, 
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2018. p. 532).  Volunteers used this platform to share a particular message with staff through 
their story (Roebotham et al., 2018).  Sharing of experiences as a way to improve care showed up 
in my study, as participants believed they were teachers and had important information to share 
with orientees through participation in ACO as part of their patient volunteer role.  Similar 
results have been described in relation to patient volunteers and health professions students. 
Haffling and Hakansson (2008), in their study on patients’ attitudes to being examined by senior 
medical students, found that volunteers believed they had information students needed to learn. 
Similarly, Doucet, Lauckner and Wells (2013) wanted to know what patients involved in 
education of interprofessional students thought they were contributing to the students’ learning. 
They demonstrated that their patient volunteers had specific information based on their illness 
experiences they wanted the students to know – an agenda of sorts (Doucet et al., 2013). Fielden 
and O’Rourke (2016) found in their study of patients and carers who provide a variety of 
education in their medical school and National Health Service (NHS) partners that one of the 
motivators for participating was to influence practice, based on their previous illness 
experiences.  Morgan and Jones (2009), in their literature review of patient volunteers in health 
care education, discovered that volunteers believed they had an expertise about their condition 
they could teach HCPs about.  
Another of the reasons participants in my study contributed in ACO, other PVN 
activities, and outside volunteer activities was altruistic; they had the desire to help others and 
give back, as well as desiring the good feeling that being a volunteer manifests.  This altruistic 
motivation is well supported in the literature. Both Haffling and Hakansson (2008) and Fielden 
and O’Rourke (2016) confirm that patients participated in education with students because of a 
selfless desire to help and contribute to the education of others.  Volunteers wanted to give back 
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to the system where they received their care (Fielden & O’Rourke, 2016).  Morgan and Jones 
(2009) discovered, through numerous articles about both pre- and post-licensure education 
activities patient volunteers participated in, reasons for involvement that were selfless or brought 
intangible gain: to give back, to have experiences that were rewarding, and to feel valued 
through their contribution.  They also believed they were contributing to better IPC with the 
health care team (Morgan & Jones, 2009). Fielden and O’Rourke (2016) noted that many of their 
volunteers were involved in activities more than just the context they studied; they were involved 
in broader volunteer roles in their community prior to and during their current involvement. This 
level of engagement echoes the participants of this study, a number of whom were active 
volunteers prior to PVN being formed and who continue to be involved in volunteer roles within 
and outside of PVN.  
Participants also identified a number of “perks” they experienced being involved with 
PVN, including meeting new people, networking, and attending conferences to increase their 
own learning. Fielden and O’Rourke (2016) defined this as “social capital” and found their 
regular volunteers received extra education and training, as well as increased networking 
opportunities which sometimes led to paid work.  Participants in my study described some of 
these same benefits, including education and conferences, but none of them mentioned 
volunteering leading to paid work.  Morgan and Jones (2009) found the same motives with their 
participants: along with the learning opportunities, another benefit that motivated participation 
included networking opportunities with others.  Haffling and Hakansson (2008) found that 
volunteers valued the learning that occurred when engaging with others.  Increased confidence, 
self-esteem and knowledge of their condition were also positive results from patient volunteers 
engaged in educational activities (Morgan & Jones, 2009; Fielden & O’Rourke, 2016).  Through 
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the increased self-confidence patient volunteers had through participating in education, there was 
a change in the way they interacted with the health care system, and they became more of an 
advocate for themselves (Fielden & O’Rourke, 2016).  The participants in my study spoke 
passionately about advocacy, partnership, and asking for what they believed they needed. 
Participants acknowledged an increasing confidence as they encountered the health care system 
more often.  A question is whether their involvement in PVN and other volunteer activities has 
influenced this confidence, is this a part of their inherent personality, or is it a combination of 
both?  All of their illness and volunteer experiences combined have shaped the patient and 
patient volunteer they are today, as well as the voice they use for change. 
Participants in my study spoke about a number of motivators to participation that were 
not reported in the literature.  Several participants had specific interests at the system level that 
they were involved in and chose opportunities to work towards making them a reality.  For 
example, Participant 4 was advocating for a provincial health record.  None of the literature 
reflected the flexibility of volunteer options for participants to be involved in, which was a 
motivator for many of the participants in this study.  All the literature I examined looked at 
specific education activities in one capacity.  By virtue of the nature and mandate of PVN, 
multiple options to participate are available that appeal to a wide variety of patient volunteers, 
which has the potential to engage many different types of people, expanding the diversity of the 
patient volunteer network.  Being offered multiple opportunities to participate, more patients 
may choose to engage as volunteers. Finally, participants mentioned that they have seen, through 
their time and experiences with PVN, changes in the health care system.  Because many of them 
have been volunteers since the inception of PVN in 2009, they have seen the shift that has 
occurred to foster patient engagement and the operationalization of PCC.  
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Summary of Discussion of Findings Related to Motivation to Volunteer 
Participants shared numerous motivators to participate in ACO as well as other volunteer 
activities. These motivators included changing the health care system through the sharing of their 
health care experiences, to give back, and for the perceived “perks” they received.  These are all 
well-supported in the literature.  Other motivators included specific system changes, flexibility of 
participation options and noticeable change in the health care system and were not reflected in 
the literature.  These gaps in the literature identified through my study all need further 
investigation. 
Patient Volunteers and Interprofessional Education 
 IPE is an important precursor to IPC and “may be seen as a prerequisite for providing 
patient-centred care” (Fox & Reeves, 2015, p. 114).  Authors such as Towle et al. (2016) 
maintain that it is imperative to engage in new and innovative ways of teaching and facilitating 
learners in PCC and IPE.  Because the team includes the patient and family, they should be 
involved in all forms of IPE (Robert et al., 2014).  A way of imparting relevant information 
about PCC is to have patients and families engage with learners, as in ACO. Towle et al. (2016) 
developed a statement of patient involvement in education of health professionals to include 
patients and increase the patient voice at all levels of education: teachers, curriculum 
development, and evaluation are all roles patients should be encouraged to engage in to prepare 
professionals to build partnerships with patients.  A continuum of IPE is needed across both pre-
licensure and post-licensure as continuing interprofessional education to facilitate and sustain the 
learning (Reeves, 2009; Towle et al., 2016). Better collaboration and consistency of messaging is 
also needed between the academy, health authorities, and community partners to include patients 
(Towle et al., 2016).  
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Despite this enthusiasm for IPE, it is difficult to find literature documenting patients as 
teachers in an IPE setting, particularly post-licensure.  In Towle et al.’s (2010) literature review 
of the use of patients in education of health professional students, only 9% of the papers they 
reviewed were interprofessional, although they acknowledged that this needs to be more 
prevalent. Robert et al. (2014), in their National Health Service survey about what education was 
available teaching about patient experience and PCC, found that only 38% of new employee 
orientation included content on PCC and were interprofessional, although they do not specify 
whether patients were providing part of the education.  Patients had been involved in delivering 
some content in courses, but the authors found it was less prevalent in health care organizations 
versus educational institutions; based on this survey, the authors concluded that patients are still 
underutilized in the development or evaluation of courses about PCC (Robert et al., 2014).  
Learning about the patient experience from a patient volunteer can assist new staff in 
understanding the patient’s journey through the health care system and their perceptions about it 
(Robert et al., 2014).  This was the goal of my participants in ACO, to share with orientees about 
the role of the patient, and emphasize that patients are the centre of the care team.  They wanted 
partnership and a voice in decision making with their health care providers in all settings. 
Participants voiced that all of the orientees in ACO are involved in the care of the patient, and all 
are going to work together.  An IPE setting is therefore fundamental for learning the relationship-
building skills that are foundational to IPC and PCC (Hovey & Craig, 2011).  Having the patient 
volunteer present their illness experience and share their meaning about PCC provides an 
authentic voice and demonstrates that they are people, the human element of health care. 
Participants shared that an IPE setting is valuable because it provides the same messaging to all 
providers.  Moreover, having the message about PCC coming from the patient lends a greater 
FOSTERING PCC THROUGH IPE 
 
116 
impact than coming from a facilitator sharing the same message.  Having the patient share their 
experiences demonstrates commitment from the leadership of an organization that the initiative 
is important (Bokhour et al., 2018). 
All the participants in this study enjoyed the experience of participating in ACO and 
expressed perceived benefits of the involvement. Roebotham et al. (2018) stated that patients' 
sharing stories can be impactful and is favourably received by learners, as well as therapeutic for 
the patient.  Patient stories and experiences can be used to “deliver lessons that reflect the 
dimensions of patient-centredness” (Roebotham et al., 2018, p. 527).  A potential challenge with 
having patient volunteers share their stories and experiences is that it can make them vulnerable, 
particularly if the audience does not react to what is being shared (Roebotham et al., 2018). 
Happell et al. (2015) found that their mental health patient volunteers tended to have high 
resiliency, which enabled them to participate in education even with multiple chronic mental 
health conditions.  The authors also caution that consideration is taken to ensure that the learning 
is worth the potential impact on the volunteer, and that system supports are in place (Happell et 
al., 2015).  None of the participants of this study expressed any negative emotions in relation to 
sharing at ACO, even though participants shared both positive and negative illness experiences. 
The majority of participants had one or more chronic conditions they managed, but were also 
very cognizant of what they needed to do to maintain health so they could continue to use their 
voice for change. 
With, from and about: Key ingredients for IPE 
The well-known definition of IPE is “occasions when members of two or more 
professions learn with, from and about each other to improve collaboration and the quality of 
care and services” (CAIPE, 2016).  How does this definition fit with a patient volunteer being 
FOSTERING PCC THROUGH IPE 
 
117 
part of an IPE orientation session?   Clear articulation of the definition of IPE and further 
defining of the meaning of the words with, from and about enable effective educational 
curriculums to be designed to influence interprofessional practice (Bainbridge & Wood, 2012). 
Hovey and Craig (2011) specify “other” in the definition as members of the health care team, 
peers, patients and families, all of whom bring their own expertise to the team.  Not properly 
prescribing the language used in the definition risks various interpretations of the meaning by the 
parties involved and potentially a lack of IPE (Hovey & Craig, 2011).  Hovey and Craig (2011) 
echo that the definition does not describe the process of how IPE and the bringing of teams 
together “to integrate and coalesce into successful IPC teams occurs in practice” (p. 263). 
Clarifying IPE for a shared understanding comes only when there is clearly defined terminology 
that offers a road map to developing an IPE curriculum that in turn fosters IPC.  The following 
paragraphs will attempt to clarify how with, from and about relate to the findings of this study 
about patient volunteers participating in ACO. 
Bainbridge and Wood (2012) conducted a mixed methods study, using focus groups and 
an online survey of students, new professionals and faculty involved in an IPE course, where 
they attempted to clarify the words with, from and about in the definition of IPE.  The authors 
noted that the language of with, from and about was difficult to articulate.  The challenge was to 
come to a consensus on the definition of the words with, from and about, with the practice 
context playing an important role in the defining of terms.  They found that the order of the 
words in the definition was important, with learning about others occurring before learning with 
and from.  Learning about one another was defined as less interactive and could be behaviours 
that were watched and observed in others.  The authors note that being aware of biases and 
stereotypes is important to move past so that learning about can occur (Bainbridge & Wood, 
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2012).  Hovey and Craig (2011) note there is a separation implied in learning about another; no 
relationship has yet formed but the potential is there.  As time goes on, the relationship gradually 
deepens and more is known about the other (Hovey & Craig, 2011).  
Learning with another is where the relationship begins.  Within the IPE context, learning 
with meant actively engaging with another, not just being in proximity of another during an 
education session (Bainbridge & Wood, 2012).  The authors highlight that communication and 
sharing with one another are important for this relationship to occur (Bainbridge & Wood, 2012). 
According to Hovey and Craig (2011), learning with is deeper than learning about and implies a 
collaborative relationship – either with members of the team or patients and families.  An 
exchange of ideas and viewpoints that ultimately leads to a gain in knowledge and greater 
understanding about another is the goal (Hovey & Craig, 2011).  
Finally, learning from another was defined as a transfer of expertise from one to another, 
with the learner trusting the expertise of the person sharing (Bainbridge & Wood, 2012).  Patient 
volunteers who had participated in ACO believed they had an expertise about their condition and 
wanted to help orientees to learn from their real-life experiences.  This has been confirmed 
throughout the literature (Fielden & O’Rourke, 2016; Morgan et al., 2009). Haffling and 
Hakansson (2008) noted that patients' having expertise about their condition and HCPs' seeing 
the patient as a real person became evident in their study.  The participants verified this through 
the partnership they craved and how they might teach HCP about complex conditions.  This 
expertise is shared with the learner who is engaged and receptive to what is being shared (Hovey 
& Craig, 2011).  Learning from can only happen in teams and environments where everyone is 
an equal and all voices have comparable weight and where learning is “symmetrical, 
participatory and shared” (Bainbridge & Wood, 2012; Hovey & Craig, 2011, p. 265).  Trust and 
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respect are cornerstone values in learning from another in IPE (Bainbridge & Wood, 2012).  To 
learn from another, one must be open to learning and thinking about things differently; to learn 
from the patient in the ACO setting, the learner or orientee must be open to the idea that the 
patient has information and expertise they should know about. 
 So, how does the common definition of IPE fit in a setting such as ACO?  In ACO, 
patient volunteers are there as an equal partner in the orientation setting and are sharing about the 
patient role in the health care team as well as their illness experiences in the context of PCC.  
The learning about others occurs both ways, as was noted by Participant 1, who stated that they 
enjoyed the Talking Walls activity and the learning they received about other professionals’ 
roles.  As the orientees complete the Talking Walls activity, they may engage with the patient 
volunteer and this is where learning with can occur.  Participant 6 enjoyed the engagement 
process and spent time with orientees during the activity, sharing information and asking 
questions.  ACO gives orientees an opportunity to learn from the patient volunteer to some 
degree, as they share their expertise with the orientees.  The exposure to patient volunteers in an 
IPE setting and the Talking Walls activity provide opportunities for orientees to learn with, from 
and about patient volunteers.  All three are separate and distinct “opportunities for 
interprofessional engagement,” each with a place in IPE (Hovey & Craig, 2011, p. 265). 
 Hovey and Craig (2011) discuss the effect of IPE as having the potential for 
transformational learning by the interprofessional team, gaining new insights, expanding their 
view of IPC, and leading to exceptional PCC.  This requires more time than is allotted for the 
ACO activity, which is a one-time experience with the patient volunteer.  Contrast that with the 
Health Mentors program at a university where small groups of interprofessional students are 
partnered with a patient who has a chronic health condition over three semesters.  The students 
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learn about what it is like to live with that condition from the patient (Towle et al., 2014).  This 
amount of time allows for truly learning from another as the relationship is built over time and 
through multiple encounters.  
 Because of the brief amount of time allotted for the Talking Walls activity, the 
participants were involved in a limited way with ACO as they come only once for a short period 
of time to share their experiences.  Towle et al. (2010) developed a spectrum of involvement 
with a scale from one to six, with patients becoming increasingly involved as the scale numbers 
increased.  On this spectrum of involvement, this engagement at ACO falls at a level three out of 
six; at this level the “patient shares his or her experience with students within a faculty directed 
curriculum” (Towle et al., 2010, p. 66).  The patient volunteer chooses what to share in the 
session based on their comfort level, but they have not had any involvement in what the 
workshop or curriculum content is overall (Towle et al., 2010).  Overall, the activity is low 
involvement for the patient volunteer and low-moderate engagement for the orientees at ACO. 
Bainbridge and Wood (2012) emphasize the importance of engagement with one another to 
facilitate learning.  To improve the level of engagement, patient volunteers could be asked to 
collaborate equally on the session, including the development of objectives, the educational 
strategies utilized, and the delivery.  Since the audience is new staff to Fraser Health, no 
evaluation component to-date has been included.  Such evaluation would move the level from 
three to a five on the spectrum of involvement, thereby significantly increasing the engagement 
of the patient volunteer in IPE. 
Summary of Discussion of Findings related to Patient Volunteers and IPE 
 IPE is an important component in the creation of a patient-centred health care system. 
Using patient volunteers to assist in the teaching of staff new to an organization is one way of 
FOSTERING PCC THROUGH IPE 
 
121 
having the patient voice influence care, although this strategy is being underutilized.  Participants 
believed it was important to share their experiences to an interprofessional group for numerous 
reasons, including the authenticity of the patient voice and rationale that since staff work in 
interprofessional teams, they should be educated that way.  Being clear about the definition of 
IPE and what learning with, from, and about really means is imperative to developing IPE 
curriculum that truly fosters collaboration and ultimately PCC.  Orientees in ACO learn about 
and from the patient volunteers, and to a lesser degree, with the patient if they get an opportunity 
to engage with them. Ideally, patient volunteers should be involved in not only the delivery of 
education, but also the development and evaluation of content, as this would increase their 
involvement and place them at the level of an equal partner.     
Views on Patient-Centred Care 
Certain components of health care were extremely important to my participants, 
facilitating a positive illness experience for them.  According to leading scholars in the field of 
PCC, the philosophy of PCC enables patients to have the positive illness experiences they need 
for healing; thus it needs to be an overarching value that guides organizations and the people that 
work in them (McCormack, van Dulman, Eide, Skovdahl, Eide, 2017).  PCC, as a philosophy, 
can increase satisfaction with care, improve outcomes and quality of life, and there is an 
increasing amount of evidence supporting its implementation in health care (McCormack et al., 
2017; Sloan & Knowles, 2017).  In this field, more policy and initiatives to have patients 
engaged in their care, thus making care more patient-centred overall, is the goal (Fox & Reeves, 
2015).  This is occurring slowly; there has been a push toward more autonomy on the patient's 
part, and the challenge is to develop new models and systems in health care organizations that 
presume the competency of the patient to make informed decisions about their care (McCormack 
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et al., 2017).  McCormack et al. (2017) argue that a new system must be designed that does not 
take that autonomy away once patients enter it.  Even with all the recently-developed PCC 
policies and initiatives, a huge gap remains between the philosophy of PCC and what the patient 
actually experiences at the bedside (McCormack et al., 2017).  Participants in this study 
experienced aspects of PCC, but in some respects also experienced a lack of PCC.  The challenge 
with a patient-centred model of care is that it can be at odds with the current health care system. 
The following paragraphs will highlight what the literature and research discusses about aspects 
of PCC, and compare this to the perspectives of my participants. 
The Provider of PCC 
 Participants in this study spoke positively about the expertise of their practitioners and 
specialized practice settings.  The philosophy of PCC assumes that HCPs have the knowledge, 
skills and judgement to care for patients appropriately. McCormack and McCance (2006) 
developed a person-centred nursing framework that stressed the need for staff who are skilled 
practitioners and committed to their work. Kitson et al. (2012) underscore the importance of the 
view that both the HCP and patient bring a unique, specific expertise to the encounter to provide 
and receive competent care.  Blind trust in the HCP resulted in some negative experiences by 
participants, and silenced their voices and the expertise they brought.  For example, Participant 3 
had a new specialist stop one of their medications, which resulted in an admission to the 
emergency department with excruciating pain.  The challenge facing these skilled providers is 
how to balance the way they were educated and socialized with the wishes of the patient, which 
can feel like a loss of control (McCormack et al., 2017).  
 Staff who are less often thought about as influencing the patient experience, including 
porters and health care aides, were mentioned by Robert et al. (2014) as contributing to a patient
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centred environment.  My participants similarly mentioned various providers in their stories and 
experiences.  For example, the MOA played an important role in their experiences because they 
could provide access to the physician; they were also the first contact person participants 
encountered in the office setting.  Participants also mentioned housekeepers frequently because 
they would talk with the patient while they cleaned the room.  Because of these experiences, all 
individuals who have contact with patients should be provided with information and education 
about PCC. 
Partnership to Facilitate PCC 
 Partnership, in numerous forms, emerged as an important theme from study participants. 
Fox and Reeves (2015) state about PCC that “common elements include the involvement of 
patients in decision making, sharing of information, power and responsibility with patients and 
demonstrating respect for patient needs and choices” (p. 114), all of which speak to partnership. 
There must be a move away from paternalism in health care to a more equal partnership of 
patient involvement within the interprofessional team (Ogden, Barr & Greenfield, 2017; Towle 
et al., 2016).  No longer passive observers, patients are becoming much more involved in their 
care (Fox & Reeves, 2015).  This was true of the participants in this study, and they spoke about 
the myth that the patient has to listen to the HCP; they emphasized that the patient has a voice 
and must use it. 
 An important component of partnership was the valuing by HCPs of the expertise the 
participants brought to the relationship.  By respecting the knowledge the patient brings based on 
the lived experience of their illness, shared decision-making can occur. Kitson et al. (2012), in 
their narrative review, found three themes describing PCC, two of which allude to partnership 
with the health care team.  The first, “patient participation and involvement” is ultimately 
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partnership where the patient is an equal partner in the care but comes as an “autonomous 
individual,” and where care is individualized and addresses the whole patient (Kitson et al., 
2012, p. 11). McCormack et al. (2017) state that PCC assumes that the patient is the centre of the 
care and has equal partnership in decision-making that is based on their personal values and 
beliefs.  For many patients, partnership with the HCP also includes family being involved in 
decision making (Robert et al., 2014).  The second theme in Kitson et al. (2012) was 
“relationship between the patient and the health professional”; it emphasizes information sharing 
and education as part of the relationship, as well as competent care in an interprofessional team 
(p. 11).  Respect for choices and patient preferences also factor into the decisions patients make 
about their care (Ogden et al., 2017).  In order for patients to be able to make informed decisions 
about their needs they need access to information, their own as well as general health care 
information (Sloan & Knowles, 2017; Ogden et al., 2017).  This was true of study participants, 
who believed that their information was theirs to have.  Armed with appropriate information and 
their own experience, patients are better able to engage and be empowered to make decisions 
about their care.  
Although shared decision-making is part of PCC, and hearing the patients’ voice is 
valued by healthcare organization, challenges still exist.  Fox and Reeves (2015) counsel us not 
to assume all patients want to or are able to engage in shared decision making for a multitude of 
reasons.  Low health literacy, lack of a relationship with a HCP, and authoritarian behaviours can 
affect decision-making (Sloan & Knowles, 2017).  It can be challenging balancing the patient's 
values, beliefs and choices with best evidence (McCormack et al., 2017).  Without knowing 
these, there could be disparity in the decisions made (McCormack et al., 2017).  Fox and Reeves 
(2015) surmise that “patient-centred approaches favour more privileged socio-economic groups” 
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(p. 116).  It could be argued that patients not used to the values of the western health care system, 
or who have been marginalized and had negative health care experiences, would have a lesser 
voice in decision-making.  None of the participants in this study was from a marginalized group. 
 Both advocacy and self-management were qualities my participants valued and 
exemplified in the way they chose to engage with their health care providers and the system in 
general.  They exhibited these qualities in numerous ways – being prepared for tests and 
appointments, keeping records, asking for what they needed, and managing their chronic 
conditions.  Sloan and Knowles (2017) found some of these same qualities in their study of 
cancer patients; similarities were using a journal to write down appointment information and test 
results and “assertiveness” in asking for what they wanted (p. 82).  These characteristics of the 
participants may be rooted in deep seated values and beliefs or may have been honed through 
their illness experiences and involvement as patient volunteers. Fielden and O’Rourke (2016) 
found that their volunteers’ participation in medical education made them stronger advocates for 
themselves and enhanced the way they interacted with the health care system over time. 
 The balance of advocacy and self-management in participants of this study coincides with 
Fox and Reeves’s description (2015) as “health care citizenship in which individual patients, 
armed with the right to advocate on their own behalf, also become responsible for maintaining 
their own good health” (p. 116).  To have partnership with the team, both parties have 
responsibilities to the relationship and need to engage with one another (Ogden et al., 2017). 
Participants, in the role of the patient, want a partnership and a say in their care, but also believe 
they have a responsibility to care for themselves by managing their conditions.  
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Communication that Invites Dialogue 
For the participants in this study, communication, both verbal and non-verbal, was a key 
feature to improve PCC.  The patient-centred philosophy identifies communication as 
foundational to fostering positive patient experiences (Kitson et al., 2012; McCormack & 
McCance, 2006).  Being able to communicate effectively with patients stems from good 
relational skills like compassion, empathy, and kindness (Kitson et al., 2012; Ogden et al. 2017; 
Robert et al., 2014).  Many of these qualities were reflected by HCPs in participants’ stories.  For 
example, Participant 6 appreciated the clarification they received about their spouse’s cancer. 
Good communication is also facilitated by active listening by the HCP, which promotes the 
voice of the patient being heard (Doucet et al., 2013; McCormack & McCance, 2006). 
Participants in this study did not specifically mention active listening skills as important in their 
HCPs, but did share numerous experiences where they did not feel listened to and the frustration 
they felt as a result.   
Other more concrete communication strategies, such as introductions, smiling, eye-
contact, and sharing information, were very important to my participants.  Ogden et al. (2017), in 
their findings, also point out the need for staff to introduce themselves to the patient.  This was 
key for my participants in knowing who was part of the care team looking after them. Receiving 
information and patient education were important in ensuring processes were communicated to 
patients and families (Robert et al., 2014).  The lack of information shared at critical moments 
during my participants’ illness experiences caused unneeded stress and anxiety for them. 
McTavish and Phillips (2014) reported, in their implementation of a PCC model at their 
organization, that they introduced the use of white boards based on recommendations from their 
patient advisors.  My participants felt strongly about the use of the white boards as a 
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communication tool.  They believed it was another way to have a voice, because it allowed for 
communication between the patient and the health care team.  The gap in the literature that 
participants in this study mentioned repeatedly was the non-verbal communication of the staff. 
These behaviours could either help to show the participants’ that their voice was being heard – or 
silence it. 
System Influences that Hinder PCC 
The current health care system poses challenges to the operationalization of PCC and 
integrating the patient voice.  Participants discussed various issues they perceived as barriers to 
PCC, including lack of access to information, lack of timely care, and the busy, complex context 
that is the health care system of today.  System changes over the past few decades in the way 
health care is delivered have impacted the point-of-care (McCormack et al., 2017).  “A dominant 
focus on standardization and risk reduction with associated limits on the potential for creative 
practice have all had an impact on the ability of healthcare practitioners to develop person-
centred approaches” (McCormack et al., 2017, p. 4). 
The literature overwhelmingly stresses the need for all levels of an organization, from the 
top down, to engage with the philosophy of PCC (Bokhour et al., 2018; McCormack & 
McCance, 2006; Morgan & Yoder, 2012; Ogden et al., 2017).  PCC must be a philosophy that is 
not just discussed, but modelled repeatedly by the leaders in health care to all staff (Bokhour et 
al., 2018).  In addition to talking about and modelling patient-centred behaviours, management 
must also be open to new and novel ideas for caring for patients, and must support patient-
centred initiatives (Bokhour et al., 2018; Ogden et al., 2017).  
 As well as the leadership of an organization being engaged in patient-centred practice, the 
rest of the staff must be aware of the overarching philosophy, in addition to practical strategies to 
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put it into practice.  Without all staff being involved in the initiative, it could appear to be lip 
service only (Bokhour et al., 2018).  “All levels of the organization are required for a patient-
centred approach” (Bokhour et al., 2018, p. 9).  This multi-level commitment was commented on 
by Participant 2, who noted that they are finally seeing it at the front-line staff level, not just 
coming from the leadership level. McCormack et al. (2017) note that staff must be supported to 
work in a way that is patient-centred, but it is challenging and “slow to be achieved” (p. 7). 
Support includes education and training, preferably in an interprofessional setting, as well the 
“physical and cultural” environment (Bokhour et al., 2018; Morgan & Yoder, 2012, p. 10).  If 
this support is not provided, there can be a discrepancy between the philosophy of PCC and what 
happens in the practice environment (Kitson et al., 2012).  If those in charge ensure that all 
parties involved in the care of patients are aware of the expectations, then a patient-centred 
culture will evolve, ultimately improving the patient experience. 
Workload Barriers that Impact PCC 
 Multiple barriers in the health care system can block the ability of staff to provide PCC. 
Participants in this study discussed how busy the staff were and how little time they seemed to 
have with patients.  Health care services are being asked to do more with less, and the challenge 
is how to allocate current resources to meet the goal of PCC (Fagerstrom, 2017; Ogden et al., 
2017).  The current system has numerous barriers that influence whether PCC can be 
operationalized. McCormack and McCance (2006) caution that the workload of the current 
system and the culture of an organization can impact PCC practices and whether they are 
utilized. Soklaridis et al. (2017) found that relationships with patients were difficult to develop 
due to movement of staff, different shifts, and patients frequently moving to other units.  Staff 
busy with heavy workloads often found it difficult to participate in patient-centred practice due 
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to lack of time to engage with patients and families (Bokhour et al., 2018; Kitson et al., 2012). 
This was reflected in my participants, who believed they would burden the already overworked 
staff with their queries or questions.  A system like this can and does silence the patient's voice. 
 Strong interprofessional teams and adequate nursing care can contribute to a patient-
centred environment because staff can coordinate care that is individualized and engage the 
patient as a partner in their care (Bokhour et al., 2018; Ogden et al., 2017; Robert et al., 2014).  
Bokhour et al. (2018) state that superior interprofessional collaboration includes teams that are 
readily available as well as patients that stay in one area, which allows efficient provision of 
services.  Participant 4 had exceptional care throughout their life for their chronic disease, and 
credited the interprofessional team.  Development of new care models that facilitate better 
coordination of care among the team and a greater focus on the patient may be necessary to 
increase accessibility and timeliness of care (Ogden et al., 2017). 
As well as an effectively functioning team, nursing resources are important in the 
operationalization of PCC.  Increased nursing resources lead to better quality care and decreased 
mortality, and are the strongest predictor of positive patient experiences (Fagerstrom 2017; 
Morgan & Yoder, 2012).  This commitment to nursing resources was revealed in many of the 
experiences shared by participants in this study, including the positive encounter Participant 1 
shared about the nurse who motivated them to mobilize during their hospitalization.  Workload 
tools to allocate nursing resources have been utilized to better align with a patient-centred 
approach to care (Fagerstrom, 2017).  Tools are based on patient needs, not strictly on nurse-
patient ratios.  Such tools facilitate PCC because the intensity of the nursing care is equitably 
distributed among all the nursing staff (Fagerstrom, 2017).  These nursing workload tools enable 
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the staff to provide PCC by prioritizing the relationships with patients before the tasks of care 
(Morgan & Yoder, 2012). 
PCC in Action: What are Others Doing? 
 Implementing a patient-centred model of care across an organization is a monumental 
undertaking.  A number of Veterans Affairs hospitals in the US had implemented PCC 
approaches at their sites in the previous few years (Bokhour et al., 2018).  Researchers conducted 
qualitative interviews with staff, including physicians, leadership and direct care staff, who had 
participated in the implementation of the PCC initiatives; they identified a number of factors that 
affected the implementation of the initiative (Bokhour et al., 2018).  These factors included 
leadership, engagement by patient, family and staff, innovative ideas, care environment, staff 
priorities, and organizational framework (Bokhour et al., 2018).  They did not interview patients 
about their experiences, although the authors stated that patient and family engagement was 
deemed important to ensure their voice was taken into account about decisions in implementing 
the PCC initiatives (Bokhour et al., 2018).  
 McTavish and Phillips (2014) discuss how Kingston General Hospital developed a model 
of PCC that took into account the voices of patients and families to truly make it patient-centred 
and collaborative.  The authors reported positive outcomes with staff and patients (McTavish and 
Phillips, 2014).  Staff stated that they had a better-quality work life, while patients reported that 
they had increased knowledge about care plans, their care was coordinated with the 
interprofessional team, they were listened to by staff, and they felt like they were in good hands 
(McTavish & Phillips, 2014).  A number of recommendations from their patient advisors were 
implemented, including the use of white boards for communication and the use of ID badges 
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worn at chest level for visibility (McTavish & Phillips, 2014).  Both of these patient suggestions 
were mentioned by my participants as areas of frustration when they did not occur. 
Finally, Fiorio, Gorli and Verzillo (2018) compared traditionally organized hospitals with 
a PCC model of hospital organization in Italy.  The authors dissected the data about length of 
stay, readmission rates and mortality (Fiorio et al., 2018).  Mortality rates did not change 
between the PCC model and the traditional model of organization, but the authors did discover 
that there were fewer readmissions for comparable conditions as well as decreased lengths of 
stay (Fiorio et al., 2018).  This outcome might be because of increased interprofessional 
collaboration with the health care team, patient and family as a part of the PCC initiatives 
introduced.  These three examples demonstrate that patient-centred practices are being 
implemented globally and that benefits occur for both patients and staff. 
Summary of Discussion about Findings related to PCC 
 According to the literature, patient-centred practices can be implemented in a multitude 
of ways, at the individual and system levels.  Basic, courteous behaviours by all staff in an 
organization should be de rigeur; along these lines, smiling, eye-contact and introductions were 
important to my participants in feeling like they were partners and part of the team.  Clear 
communication, both verbal and non-verbal, can assist the partnership or shut it down. 
Partnership values the expertise that patients had about their conditions and facilitates the sharing 
of information and decision-making about health care options.  Participants in this study valued 
advocacy and self-management as strategies for partnership with their HCPs.  A number of 
system-level challenges exist that are a barrier to PCC; these were expressed by participants and 
found in the literature.  These result in a discrepancy between the philosophy of PCC and the 
experiences patients actually had, and include the busyness of the system and the challenges this 
FOSTERING PCC THROUGH IPE 
 
132 
poses for authentic patient-centred practice, which takes time and an interprofessional team to 
implement. 
Chapter Summary 
 This chapter interpreted my participants’ experiences in light of the literature.  Three of 
the four study objectives were discussed: namely the motivating factors for participation in ACO 
as well as other volunteer opportunities; the patient volunteers’ views of the ACO and the 
interprofessional setting where it took place; and finally, their views of PCC based on their 
experiences.  Patient-centred practice is complex and requires a commitment by all HCPs in an 
organization to make it a reality.  The examples in the literature from Bokhour et al. (2018), 
Fiorio et al. (2018) and McTavish and Phillips (2014) give insight into how to implement PCC at 
a systems-level; these examples resonate with how the participants in this study viewed PCC. 
The next chapter summarizes this study and offers recommendations based on the findings. 
 
 
 
 
 
 
 
 
 
 
FOSTERING PCC THROUGH IPE 
 
133 
CHAPTER 6: CONCLUSIONS AND RECOMMENDATIONS 
 In this chapter, I will summarize the study and outline its limitations.  Recommendations 
will be made on each of the five domains of nursing practice: clinical care, education, 
administration and leadership, research, and policy. Each domain will have a number of 
suggestions to incorporate. 
Summary of Study 
 This qualitative study explored PVN volunteers’ perspectives on PCC through 
participation in an IPE setting, in this case ACO.  I interviewed six PVN volunteers who had 
participated in ACO in Fraser Health, taking part in a Talking Walls activity where they could 
share their thoughts and experiences on PCC.  I wanted to know the meaning of PCC for PVN 
volunteers, what motivates the PVN volunteers to participate in ACO, how they view their role 
in IPE, and finally, what their recommendations are regarding PCC and IPE.  The following 
paragraphs will summarize the findings, according to each of these objectives. 
 The patient volunteers’ illness experiences shaped their view of PCC as well as their roles 
as patients and patient volunteers.  The participants highlighted basic behaviours that led to care 
that was patient-centred. Introductions, smiling, eye contact, and a demeanour that welcomed 
questions were all behaviours identified.  They wanted to be a partner in their care and to be 
respected for the knowledge and expertise they bring to the partnerships with all their HCPs; 
they are coming to the relationships with self-management strategies and extensive knowledge 
about what is effective for their chronic conditions.  Part of partnership is to have information 
they need to be able to engage in that partnership; this includes their own information, such as 
lab and diagnostic test results.  
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Participants in this study were highly motivated individuals; most were involved in 
multiple volunteer activities through PVN and other organizations.  They talked about numerous 
motivators, both altruistic and self-serving, that kept them involved in volunteering. ACO as a 
specific opportunity was not necessarily the motivator in and of itself, but was an interesting 
experience that allowed participants to share their voice with as large an audience as possible. 
Other motivators to participate included having a specific focus they were passionate about, 
feeling good about giving back, and sharing the patient voice to prevent future negative 
experiences for other patients.  Participants also described the “perks” they received from 
volunteering, primarily the networking with others, the learning they received from the PVN 
opportunities, and the education and conferences they were sent to. 
 As noted, participants did not choose ACO specifically for the IPE setting but 
acknowledged the importance of having an interprofessional group present for the activity. They 
highlighted that an IPE setting is paramount for the message they want to share about PCC. 
Because staff work in interprofessional teams, it follows that they be educated in 
interprofessional teams. Participants also highlighted the importance of IPE with regard to the 
messaging received and the importance of hearing the same message together in an 
interprofessional setting.  They believed strongly in the importance of having the patient 
volunteer present at ACO, as it is the authentic voice of the patient and not a message that the 
facilitator is passing on.  
Limitations 
 There are a number of limitations to this study.  This was a small study, involving six 
participants who had participated in the ACO Talking Walls activity.  This small number may 
not reflect the views of all the patient volunteers who participated in ACO.  Because the 
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participants are members of PVN, they are passionate about reform of the health care system and 
may have a different perspective from patients who are not part of PVN.  Therefore, the findings 
of this study may not represent the views of other patients.  The study was conducted in only one 
health authority in one province, which does not reflect the diversity of a country as large as 
Canada.  Offsetting this limitation is the size of the health authority and the circumstance that the 
ACO activity included new staff hired to a wide range of sites.  As another limitation, Fraser 
Health is very diverse, with many cultures represented, while the patient volunteers were a 
homogeneous group with little diversity represented.  The final limitation of the study includes 
researcher as instrument and the potential influence this could have had on the collection and 
interpretation of the data.  Because I was a facilitator of ACO, there was a prior relationship with 
some of the participants and a personal interest in the topic.  This may have shaped how I 
collected and interpreted the data. In order to account for researcher as instrument, I incorporated 
a number of strategies.  I kept a reflexive journal and utilized my thesis committee throughout 
the process to ensure the voice of the participants was reflected. 
Recommendations 
 The domains of nursing practice incorporate clinical practice, education, administration 
and leadership, research, and policy.  All five are important for integration of a patient-centred 
philosophy of care through the utilization of IPE.  Integration of recommendations should occur 
at all levels of an organization, from the chief executive officer down to the direct care staff.  The 
philosophy of PCC should be operationalized so that the patient feels the effects. 
Recommendations for Clinical Practice 
 The domain of clinical practice is where the patient and family will directly feel the 
effects of an organization’s commitment to patient-centred care.  Participants shared positive and 
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negative experiences about behaviours and communication from the direct care staff in the 
practice setting.  They wanted to be the centre of the care in all ways; they wanted partnership 
with the HCPs on the team.  
As a first recommendation, direct care staff should cultivate and communicate the 
philosophy of PCC so that it is enacted through behaviours and processes.  The importance of 
simple behaviours that foster the partnership between patient and HCP cannot be stressed 
enough; they include smiling, eye-contact, introductions and non-verbal communication.  Staff 
must be encouraged to incorporate these basics into their day.  Implementation of workload tools 
to establish the intensity of the nursing care needed per patient is another recommendation to 
ensure nursing staff have the time they need to complete their work in a patient-centred manner. 
Additional recommendations in this domain of clinical practice include the processes to facilitate 
communication at the point of care.  Numerous participants mentioned the use of white boards; 
the recommendation is to continue to utilize them and ensure they are filled out consistently. 
Another recommendation is better communication to patients about their information and 
systems and processes, including how to navigate the day-to-day routines that affect patients. 
Allowing staff enough time to provide information to patients and families can decrease anxiety 
and stress and allow patients to make more informed choices in their health care, thus leading to 
more patient-centred care. 
Recommendations for Education 
 Education is important at all levels and for all providers in the health care system, to be 
equipped to provide a patient-centred approach.  Having patients involved in the education of 
health care providers is recommended to ensure the patient voice is clear and unambiguous in the 
message about patient-centred practice.  As well as presenting in the education session, patients 
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should be involved in the planning and development of education, so that the presentation of 
content by patients is not seen as a mere token act but rather as a true involvement in the whole 
process.  Diversity of the patient volunteers is important to ensure that all patient voices are 
heard. As well as having the patient be a part of the development and delivery, education about 
PCC should be available to a wide interprofessional group wherever possible in an IPE setting, 
and should be available to staff throughout their career.  Participants mentioned roles that 
traditionally are not seen as directly providing care, but which can profoundly affect the patient 
experience, such as the housekeeping staff and MOAs in physicians’ offices.  Everyone involved 
in the health care system, both in the community and the hospital, should receive the same 
education and training about PCC together.  Finally, education about patient-centred principles 
should be taught throughout the continuum of a HCP's career; education should start in the 
HCPs’ pre-licensure education and continue regularly and intentionally throughout their practice. 
Fraser Health is no longer incorporating the patient volunteers in ACO; my 
recommendation is that it be re-launched. Even without the re-launch of the Talking Walls, the 
principles of PCC can still be conveyed to new staff.  This knowledge can be mobilized in 
numerous ways and in various forums to ensure staff are receiving information about a patient-
centred approach to care.  The Talking Walls activity in ACO was a limited exposure to the 
patient voice; with creative approaches, new strategies can be developed where the patient and 
the staff have more contact and a greater ability to learn with, from and about one another.  For 
example, some strategies that could be implemented are partnering with a PVN volunteer to 
embed patient-centred principles throughout ACO content, and offering IPE for current staff 
utilizing patient volunteers to assist with development and implementation of content about PCC 
and the role of the patient in the health care system.  
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Recommendations for Administration and Leadership 
 Administration and leadership play a significant part in developing and sustaining a 
patient-centred culture in an organization.  As noted in Chapter 5, all levels of an organization 
should be engaged in the initiative of PCC, especially the leadership.  An organization can 
embed patient engagement in the operation of an organization with a paid position of a patient 
advisor, or a Patient Advisory Council to advise leadership on patient-centred actions.  Having 
an organizational patient Bill of Rights that outlines what patients can expect of their care can set 
expectations for both staff and the people they serve.  Consistent and ongoing role-modelling and 
clear articulation of the initiative from leadership ensure all staff remain engaged.  Another 
suggestion for unit level leadership in an organization promoting PCC is to partner with patients 
and families in the promotion of the philosophy by having them physically accompanying 
leaders on walkabouts.  A final recommendation is to ultimately transition to a philosophy of 
person-centred care that is embedded into the culture of an organization.  
Recommendations for Research 
 The importance of research on PCC cannot be overstated.  Integrating a patient-centred 
approach to care is a recent commitment of health care organizations and a large undertaking that 
requires research to support its implementation.  One example of further research that could be 
helpful in relation to my study is to collect data from the recipients of ACO (i.e., HCPs) to 
determine what they are taking away from the session and how they are modifying their practice 
in response.  This evidence could inform and refine the education being delivered, to better meet 
the needs of both the HCPs and the patients.  
Learning about the impact that patient volunteers have had in the health care system in 
every capacity is another research priority.  Knowing the various ways they are currently 
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involved could lead to new and innovative ways of incorporating them more broadly in the 
health care system.  By understanding their impact, policy can be developed and education can 
be implemented to further use patient volunteers as change agents. 
 Another area requiring research is to study what behaviours are patient-centred from the 
patients’ perspective, and whether they align with what is currently defined as PCC in the 
literature.  Remarkably, no definition of PCC from the patient’s perspective exists, and since the 
care focuses on the patient it is imperative to have the patient’s voice defining it.  A wide 
diversity of patient volunteers’ perspectives needs to be studied for a more conclusive definition 
of what PCC really is.  Developing research projects to study the diverse views that patients hold 
about PCC and how to account for the different perspectives is vital to defining PCC from a 
patient perspective.  My study begins to speak into this gap, and shows that patients have clear 
ideas on what PCC entails.  
Recommendations for Policy 
 Finally, the domain of policy should make high-level recommendations to ensure that the 
patient voice is incorporated into all decision-making that directly affects patients.  This can be 
done through policy statements coming from the province to be implemented by the health 
authorities.  A PCC lens could be applied to all new developments in the health care system, as 
well as to existing processes, including how patients gain access to their health care information. 
All parts of the system should be scrutinized to determine how it can be more patient-centred. 
Any changes to models of care and staffing restructuring should incorporate the patient 
perspective to ensure patient-centred principles are reflected in decision-making; this would be 
the ultimate integration of the principle of shared decision-making at the highest level.  
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Summary of Thesis 
 This thesis explored the views of patient volunteers who had participated in Fraser 
Health’s new employee orientation in an activity that examined the role of the patient in the 
health care team and patient-centred practices.  The purpose of the study was to explore their 
perspectives on how to foster PCC through an IPE setting and addressed their meaning of PCC 
and what shaped it, what motivated them to participate, how they felt about ACO and the 
interprofessional environment, and what recommendations they had with respect to PCC and 
IPE.  Participants shared extensively about their encounters with the health care system; their 
comments uncovered behaviours and system challenges that impacted patient-centred practice. 
They also shared their experiences in the role of a patient volunteer, which included much more 
than the ACO experience.  Motivation to participate in ACO as well as the other volunteer 
opportunities was varied, but participants believed they got back as much or more through the 
experiences.  Finally, recommendations have been made about the five domains of nursing 
practice: clinical practice, education, administration and leadership, research, and policy. 
Recommendations encompass day-to-day direct care practice as well as large system change. 
The patient volunteers who participated in this study were very passionate about ensuring the 
health care system is patient-centred; they work diligently to make the changes needed. 
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APPENDIX A - SEARCH STRATEGY 
Limiters: 
Academic Journals 
English Language 
2006-2017 
Database Search Terms: (1) 
Orientation Sector 
Search Terms: (2) 
PVN 
Member 
Sector 
Search Terms: (3) 
Patient Centred 
Care Sector 
Results 
CINAHL orient* OR 
educat* OR 
instruct* OR 
professional n2 
develop* OR 
“continu* 
education” OR 
“interprofessional 
education” OR 
“interdisciplinary 
education” OR 
“professional 
practice” OR 
“health 
profession* 
education” OR 
“continu* 
professional 
development” OR 
(MH "Employee 
Orientation") OR 
(MH "Education, 
Interdisciplinary") 
OR (MH 
"Professional 
Development")  
 
287,097 
“patient volunteer*” OR 
“patient voice*” OR 
“patient advisor*” OR 
“patient panel” OR 
“patient participa*” OR 
“patient empower*” OR 
“patient involve*” OR 
“patient engage*” OR 
“patient n2 public 
involve*” OR “service 
user*” OR (MH 
"Consumer Participation") 
 
 
 
 
 
 
11,355 
“patient cent* 
care” OR “family 
cent* care” OR 
“person cent* 
care” OR 
“professional-
patient relation*” 
OR “professional-
family relation*” 
OR “co-design 
with patient*” OR 
“co-production 
with patient*” OR 
“partner* with 
patient*” OR 
“interprofessional 
collaboration” OR 
“patient 
experience” OR 
(MH "Patient 
Centered Care") 
OR (MH "Family 
Centered Care")  
 
 
31,610 
1 AND 
2=3,243 
 
1 AND 
3=10,764 
 
2 AND 
3= 1,884 
 
1 AND 2 
AND 3 
=459  
MEDLINE orient* OR 
educat* OR 
instruct* OR 
professional n2 
develop* OR 
“patient volunteer*” OR 
“patient voice*” OR 
“patient advisor*” OR 
“patient panel” OR 
“patient participa*” OR 
“patient empower*” OR 
“patient involve*” OR 
“patient cent* 
care” OR “family 
cent* care” OR 
“person cent* 
care” OR 
“professional-
patient relation*” 
1 & 2= 
2,171 
1 & 3= 
3,127 
 
2 & 3= 
2,352 
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“continu* 
education” OR 
“interprofessional 
education” OR 
“interdisciplinary 
education” OR 
“professional 
practice” OR 
“health 
profession* 
education” OR 
“continu* 
professional 
development” OR 
(MH "Inservice 
Training") OR 
(MH "Education") 
OR (MH "Staff 
Development") 
Age: All Adult 
19+ 
182,136 
“patient engage*” OR 
“patient n2 public 
involve*” OR “service 
user*” OR (MH "Patient 
Participation") OR (MH 
"Patient Advocacy") 
 
18,551 
OR “professional-
family relation*” 
OR “co-design 
with patient*” OR 
“co-production 
with patient*” OR 
“partner* with 
patient*” OR 
“interprofessional 
collaboration” OR 
“patient 
experience” OR 
(MH "Patient-
Centered Care") 
OR (MH 
"Professional-
Patient Relations") 
 
29,184 
1 & 2 & 
3= 281 
ERIC 
 
Subject 
Limiters: 
Orientation 
Sector-Adult 
education 
 
orient* OR 
educat* OR 
instruct* OR 
professional n2 
develop* OR 
“continu* 
education” OR 
“interprofessional 
education” OR 
“interdisciplinary 
education” OR 
“professional 
practice” OR 
“health 
profession* 
education” OR 
“continu* 
professional 
“patient volunteer*” OR 
“patient voice*” OR 
“patient advisor*” OR 
“patient panel” OR 
“patient participa*” OR 
“patient empower*” OR 
“patient involve*” OR 
“patient engage*” OR 
“patient n2 public 
involve*” OR “service 
user*” OR DE "Patients" 
 
3,519 
“patient cent* 
care” OR “family 
cent* care” OR 
“person cent* 
care” OR 
“professional-
patient relation*” 
OR “professional-
family relation*” 
OR “co-design 
with patient*” OR 
“co-production 
with patient*” OR 
“partner* with 
patient*” OR 
“interprofessional 
collaboration” OR 
1 & 2= 
165 
 
1 & 3= 
13 
  
2 & 3= 
32 
 
1 & 2 & 
3= 0 
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development” OR 
DE "Adult 
Education" OR DE 
"Allied Health 
Occupations 
Education" OR DE 
"Competency 
Based Education" 
OR DE "Patient 
Education" OR DE 
"Professional 
Education" OR DE 
"Educational 
Improvement" OR 
DE "Educational 
Practices" OR DE 
"Educational 
Principles" OR DE 
"Educational 
Strategies" OR DE 
"Educational 
Theories" OR DE 
"Instruction" OR 
DE "Outcomes of 
Education" OR DE 
"Interdisciplinary 
Approach" OR 
(DE 
"Interprofessional 
Relationship" OR 
DE "Professional 
Continuing 
Education" OR DE 
"Allied Health 
Occupations 
Education" OR DE 
"Medical Schools" 
OR DE 
"Professional 
Development") 
OR (DE 
"Professional 
Education")  
 
12,145 
“patient 
experience” 
 
109 
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PsychINFO 
 
 
PVN Team 
Member 
Sector: 
Client 
Participation 
 
Client 
Satisfaction 
orient* OR 
educat* OR 
instruct* OR 
professional n2 
develop* OR 
“continu* 
education” OR 
“interprofessional 
education” OR 
“interdisciplinary 
education” OR 
“professional 
practice” OR 
“health 
profession* 
education” OR 
“continu* 
professional 
development” OR 
DE "Adult 
Education" OR DE 
"Curriculum" OR 
DE "Nursing 
Education" OR DE 
"Personnel 
Training" OR DE 
"Social Work 
Education" OR DE 
"Educational 
Objectives" OR 
DE "Teaching" 
OR DE "Teaching 
Methods" OR DE 
"Theories of 
Education"  
  
346,116 
“patient volunteer*” OR 
“patient voice*” OR 
“patient advisor*” OR 
“patient panel” OR 
“patient participa*” OR 
“patient empower*” OR 
“patient involve*” OR 
“patient engage*” OR 
“patient n2 public 
involve*” OR “service 
user*” OR DE “Client 
Participation” 
 
745 
“patient cent* 
care” OR “family 
cent* care” OR 
“person cent* 
care” OR 
“professional-
patient relation*” 
OR “professional-
family relation*” 
OR “co-design 
with patient*” OR 
“co-production 
with patient*” OR 
“partner* with 
patient*” OR 
“interprofessional 
collaboration” OR 
“patient 
experience” OR 
DE “Client 
Satisfaction” 
 
1,855 
 
 
1 & 
2=285 
1 & 
3=569 
2 & 3=15 
1 & 2 & 
3=3 
Science 
Direct 
training OR 
orientation OR 
education OR 
instruction OR 
{professional 
development} OR 
{continuing 
education} OR 
{learning method} 
{patient partner} OR 
{patient volunteer} OR 
{patient voice} OR 
{patient advisor} OR 
{patient panel} OR 
{patient participation} OR 
{patient empowerment} 
OR {patient involvement} 
OR {patient engagement} 
 0 
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OR {teaching 
method} OR 
{interprofessional 
education} OR 
{interdisciplinary 
education} OR 
{professional 
practice} OR 
{continuing 
professional 
education} OR 
{professional 
development 
method} OR 
{continuing 
professional 
development} OR 
{health 
professional 
education} 
OR {patient public 
involvement} 
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APPENDIX B - PRISMA 2009 FLOW DIAGRAM 
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APPENDIX C – RECRUITMENT EMAIL 
 
Principal Investigator:     Tracy Barra-Navratil, BSN, RN 
     Masters of Science in Nursing Student, TWU 
     2073 Bakerview Street 
     Abbotsford, BC 
     V2T 3B2 
     778 255 1605 
     navratil@telus.net 
 
Faculty Advisor:   Sheryl Reimer-Kirkham, PhD, RN 
     Professor, School of Nursing, Trinity Western University 
     Director, Masters of Science in Nursing, Trinity Western University 
     Room 65 Neufeld Sciences Building, 7600 Glover Road 
     Langley, BC 
     Canada 
     V2Y 1Y1 
 
Good Day, 
 
You are invited to participate in a research study titled “Fostering Patient Centred Care Through 
Interprofessional Education” because you have participated as a Patient Voices Network 
volunteer in Fraser Health’s Acute Care Orientation. The purpose of this study is to explore the 
meaning of Patient Centred Care through your health care journey experience and how your 
experience can teach new staff in an interprofessional setting in Fraser Health. Your health care 
experience and resulting meaning of Patient Centred Care can provide insight to new employees 
that they will hopefully incorporate into their practice in Fraser Health. These experiences may 
also be helpful in informing Fraser Health as the health authority continues to hone their 
processes around Patient Centred Care. 
 
If you agree to take part in this research study, you will be asked to participate in a 45-90 minute 
interview with the Principal Investigator. You will be asked to share your health experience 
journey and your meaning of Patient Centred Care. The interview will take place in person at a 
location of your convenience. 
 
During the research period, you may ask me any relevant questions.  In addition, you may 
withdraw from the study at any point during the interview, with no consequences.  
Confidentiality is paramount. Your participation and anything you say in the interview will 
remain confidential.  I will not be sharing any of your identifying information with anyone.   
 
You will be sent a consent form prior to the interview for you to review. I will have a paper copy 
of the consent form at the interview and you will be asked to sign the consent form prior to the 
start of the interview 
If you have concerns regarding the study which I am unable to address, you are encouraged to 
contact my thesis supervisor, Dr. Sheryl Reimer Kirkham at (604) 888-7511, Ext. 3239 or by e-
mail at: Sheryl.Kirkham@twu.ca 
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Please respond to the Principal Investigator, Tracy Barra-Navratil at navratil@telus.net as to 
whether or not you would like to participate in this research study. 
I look forward to learning about your health experiences and your meaning of Patient Centred 
Care. 
 
Sincerely,  
Tracy Barra-Navratil, BSN, RN 
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APPENDIX D – CONSENT LETTER 
 
 
Principal Investigator:   Tracy Barra-Navratil, BSN, RN 
     Masters of Science in Nursing Student, TWU 
     2073 Bakerview Street 
     Abbotsford, BC 
     V2T 3B2 
     778 255 1605 
     navratil@telus.net 
 
Faculty Advisor:   Sheryl Reimer-Kirkham, PhD, RN 
     Professor, School of Nursing, Trinity Western University 
     Director, Masters of Science in Nursing, Trinity Western University 
     Room 65 Neufeld Sciences Building, 7600 Glover Road 
     Langley, BC 
     Canada 
     V2Y 1Y1 
 
Good Day, 
 
You are invited to participate in a research study titled “Fostering Patient Centred Care Through 
Interprofessional Education” because you have participated as a Patient Voices Network 
volunteer in Fraser Health’s Acute Care Orientation. If you agree to take part in this study, you 
will be asked to participate in a 45-90 minute interview with the Principal Investigator to share 
your health care experiences and your meaning of Patient Centred Care. 
 
Participation is entirely voluntary and it is up to you to decide if you would like to participate in 
this study. Before you decide, it is important to understand what the research study is about. This 
consent form will inform you of the study and why the research is being done. 
 
If you choose to participate, you will be asked to sign this form. If decide to participate initially 
and then to back out later on you are free to do so without giving any reasons for your decision. 
 
If you do not wish to participate, you do not have to give any reason for your decision not to 
participate. 
 
Background: 
 
What is the purpose of this study? 
 
The purpose of this study is to explore the meaning of Patient Centred Care through your health 
care experience journey and how your experience can teach new staff in an interprofessional 
setting in Fraser Health. Your health care experience and resulting meaning of Patient Centred 
Care can provide insight to new employees that they will hopefully incorporate into their practice 
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in Fraser Health. These experiences may also be helpful in informing Fraser Health as the health 
authority continues to develop processes around Patient Centred Care. 
 
Participation: Participation is limited to Patient Voices Network volunteers who have 
participated in Fraser Health’s Acute Care Orientation. 
 
Involvement: This study involves engaging in a 45-90 minute face-to-face interview at the 
convenience of the participant. 
 
What are the risks involved with study? 
 
Sharing negative health care experiences, either the participants own or those of a family 
member, has the potential to elicit strong emotions. A debriefing session will be available 
following the interview to address any unforeseen emotional experiences that may occur. 
 
What are the benefits of being in this study? 
 
It is unknown whether you will benefit from this study, although you may gain a sense of 
personal satisfaction participating. You may gain a greater understanding of your meaning and 
philosophy of Patient Centred Care. There is also the possibility of this study informing the 
meaning of Patient Centred Care from the patient perspective. 
 
What happens if I choose to withdraw from this study? 
 
Your participation in this study is entirely voluntary. Should you decide to withdraw from the 
study, the information gathered during the interview will not be used in the analysis, discussion 
or conclusion of the study. Reasons for withdrawal are not necessary to share. 
 
What happens after the study is complete? 
 
Participants in this study will have the opportunity to read the completed, approved thesis. An 
electric copy of the completed thesis will be emailed to each participant. 
 
Do I have the opportunity to remain anonymous? 
 
Pseudonyms will be used in the study, not real names. 
 
Will the interviews be kept confidential? 
 
The original material will be heard by the Principal Investigator and a hired transcriptionist. The 
thesis committee will see the transcribed interviews only. The recorded interviews and 
transcriptions will be kept on a password protected computer that will only be accessible to the 
Principal Investigator for 5 years. All printed documents will be identified only by code number 
and kept in a locked filing cabinet. These printed documents will be shredded once data analysis 
has been completed. 
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Questions:  
 
If you have any questions or require more information with respect to this study, please contact 
either Tracy Barra-Navratil at 778 255 1605 or navratil@telus.net or her Thesis Advisor Dr. 
Sheryl Reimer-Kirkham at 604 513 2121 ext. 3239 or Sheryl.Kirkham@twu.ca 
 
 
If you have any questions or concerns about your treatment or rights as a research participant, 
you may contact Elizabeth Kreiter in the Office of Research, Trinity Western University 604 513 
2167 or researchethicsboard@twu.ca. 
 
 
Subject Consent to participate: 
 
Your signature below indicates that you have had your questions about the research study 
answered to your satisfaction and that you have received a copy of this consent form for your 
own records. 
 
Your signature indicates that you consent to participate in this study and that your responses may 
be put in anonymous form and kept for further use after completion of this study. 
 
 
 
____________________________________ ____________________________________
       
Printed Name      Signature 
 
 
Principal Investigator: 
 
 
 
____________________________________ ____________________________________
  
Printed Name      Signature 
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APPENDIX E – DEMOGRAPHIC DATA 
 
Age Range 
 
Gender 
 
Education: high school, college, university, graduate studies, other  
 
Country of origin/birth 
 
First Language 
 
Ethnic Heritage 
 
Job Experience (current & former) 
 
Level of Income: 
 -Up to $50,000 
 -$50,000-$100,000 
 -Over $100,000 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FOSTERING PCC THROUGH IPE 
 
163 
APPENDIX F – INTERVIEW AND DEBRIEFING SCRIPT 
 
Good morning/afternoon. Thank you for participating in my research project about Patient 
Volunteers and their thoughts about Patient Centred Care in an Interprofessional Education 
setting. 
 
1) Please share with me how you became involved with the Patient Voices Network?  
 
2) Explain the reasons you continue to participate as a patient volunteer? 
 
3)  Share your view of Patient Centred Care? 
 
4) What has contributed to this view of Patient Centred Care? 
 
5) Share a specific experience where you believed that you or a loved one were the centre of 
the care?  
 
6) Describe some of the specific behaviours that the staff exhibited that made you feel you 
were in the centre of care? 
 
The next questions are about your specific role as a Patient Voices Network volunteer. As you 
are aware, the health authority new employee orientation consists of all new staff which might 
include multiple roles and professions such as porters, health care aids, nursing, physiotherapy, 
occupational therapy, and many others. 
 
7) What value do you see in presenting your health care experiences to an interprofessional 
group? 
 
8) What appealed to you to participate in the health authority’s new employee orientation as 
a Patient Voices Network volunteer? 
 
9) What motivates you to participate in ACO and share your health care experiences? 
 
10) How do you prepare for participation in ACO? 
 
11) What information do you want the orientees to take away from the session you participate 
in?  
 
12) How do you view your contribution to the health authority’s new employee orientation?  
 
13) What differences do you believe you are making in the way patients are cared for in the 
health authority through your participation? 
Do you have anything else you would like to share about the topics of Patient Centred Care 
and/or the new employee orientation environment in which you participate? 
Thank you very much for participation in this project.  
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Is there anything you would like to tell me about what it was like for you to participate in this 
project?   
 
What did you gain from the experience?   
 
Were there any negative aspects to your participation?  And if so, what were they? 
 
 
 
 
 
 
 
 
 
